STATE OF MINNESOTA

Journal of the House

NINETY-SECOND SESSION— 2022

NINETY-EIGHTH DAY

SAINT PAUL, MINNESOTA, THURSDAY, APRIL 28,2022
The House of Representatives convened at 11:00 a.m. and was called to dkddrewy CarlsonSpeakepro
tempore
Prayer was offered kiyne Reverend Patrick Joiner, Luther Memorial Church, South St. Paul, Minnesota.
The members of the House gave piedge of allegiance to the flag of the United States of America.

The roll was called and the following members were present:

Acomb Davnie Hansen, R. Lee Nelson, N. Sandstede
Agbaje Demuth Hanson, J. Liebling Neu Brindley Schomacker
Akland Dettmer Hassan Lillie Noor Schultz
Albright Drazkowski Hausman Lippert Novotny Scott
Anderson Ecklund Heinrich Lislegard O'Driscoll Stephenson
Backer Edelson Heintzeman Long Olson, B. Sundin
Bahner Elkins Her Lucero Olson,L. Swedzinski
Bahr Erickson Hertaus Lueck O'Neill Theis
Baker Feist Hollins Mariani Pelowski Thompson
BeckerFinn Fischer Hornstein Marquart Petersburg Torkelson
Bennett Franke Howard Masin Pfarr Urdahl
Berg Franson Huot McDonald Pierson Vang
Bernardy Frazier Igo Mekeland Pinto Wazlawik
Bierman Frederick Johnson Moller Poston West

Bliss Freiberg Jordan Moran Pryor Winkler
Boe Garofalo Jurgens Morrison Quam Wolgamott
Burkel Gomez Keeler Mortensen Raleigh Xiong, J.
Carlson Green Kiel Mueller Rasmusson Xiong, T.
Christensen Greenman Klevorn Munson Reyer Youakim
Daniels Grossell Koegel Murphy Richardson Spk. Hortman
Daudt Haley KotyzaWitthuhn ~ Nash Robbins

Davids Hamilton Koznick Nelson, M. Sandell

A quorum was present.
Boldon, Gruenhagen, Kresha and Miller were excused.

The Chief Clerk proceeded to read the Journal of the preceding day. There being no objection, furtherfreading
the Journal was dispensed with and the Journal was approved as corrected by the Chief Clerk.

This document can be made available in alternative formats upon request. Call (651) 296-2314 [voice] or
the Minnesota State Relay Service at 1-800-627-3529 [TTY] for assistance; or visit the website at
http://www.house.mn.
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REPORTS OF CHIEF CLERK

S.F.No.4091 and HF.No. 4355, which had been referred to the Chief Clerk for comparison, were examined
and found to be not idenal.

Noor moved that S=.No.4091 be substituted for H. No.4355 and that the House File be indefinitely
postponed. The motion prevailed.

REPORTS OF STANDING COMMITTEES AND DIVISIONS

Moran from the Committee on Ways and Means to whichrei@sred:

H. F.No. 3669, A bill for an act relating to taxation; modifying provisions governing individual income and
corporate franchise taxes, sales and use taxes, property taxes, certain state aid programs, certain local taxes, tax
increment financingand various other taxes and-t&kated provisions; providing for certain federal tax conformity;
modifying and proposing certain income tax credits and subtractions; providing for certain sales tax exemptions;
modifying property tax refunds and progranpsoposing additional local government aid programs; authorizing
certain tax increment financing; authorizing certain local taxes; converting the renter's property tax refund into a
refundable individual income tax credit; requiring reports; appropriatiogey; amending Minnesota Statutes 2020,
sections 6.495, subdivision 3; 38.27, subdivision 4; 41B.0391, subdivisions 1, 2, 4; 123B.595, subdivision 3;
123B.61; 126C.40, subdivision 1; 270A.03, subdivision 2; 270B.12, subdivision 8; 272.01, subdivigitth(2,
subdivisions 24, 98, by adding subdivisions; 273.124, subdivisions 3a, 6, 13a, 13c, 13d; 273.1245, subdivision 1;
273.13, subdivision 35; 273.1315, subdivision 2; 273.1387, subdivision 2; 273.41; 279.03, subdivision la; 282.261,
subdivision 2; 287.2; 287.29; 287.31, subdivision 3; 289A.02, subdivision 7; 289A.38, subdivision 4; 289A.56,
subdivision 6; 289A.60, subdivision 12; 290.0131, by adding subdivisions; 290.0132, subdivisions 18, 21, 26, by
adding subdivisions; 290.0133, by adding a subdinis290.0134, by adding a subdivision; 290.067; 290.0674,
subdivision 2; 290.0681, subdivisions 2, 3, 4; 290.0685, subdivision 1, by adding a subdivision; 290.091,
subdivision 2; 290.095, subdivision 11; 290A.02; 290A.03, subdivisions 6, 8, 12, 13, 260298ubdivisions 1, 2,
2h, 4; 290A.05; 290A.07, subdivision 2a; 290A.08; 290A.09; 290A.091; 290A.13; 290A.19; 290A.25; 290B.03,
subdivision 1; 290B.04, subdivisions 3, 4; 290B.05, subdivision 1; 291.005, subdivision 1; 296A.083, subdivision 3;
297A.61, sibdivisions 12, 29; 297A.68, subdivision 25, by adding subdivisions; 297A.70, subdivision 21; 297A.71,
subdivision 51, by adding subdivisions; 297A.94; 297A.99, subdivisions 1, 3; 297H.13, subdivision 2; 298.28,
subdivisions 7a, 9b; 366.095, subdivision3[;3.01, subdivision 3; 383B.117, subdivision 2; 410.32; 412.301;
462A.05, subdivision 24; 462A.38; 469.174, subdivision 14, by adding a subdivision; 469.176, subdivisions 3, 4;
469.1763, subdivision 6; 469.1771, subdivisions 2, 2a, 3; 477A.011, subdi8dip by adding subdivisions;
477A.0124, subdivision 2; 477A.013, subdivisions 8, 9; 477A.015; 477A.03, subdivision 2a; 477A.12, subdivisions
1, 3, by adding a subdivision; 477B.01, subdivisions 5, 10, 11, by adding subdivisions; 477B.02, subdivisions 2, 3
5, 8, 9, by adding a subdivision; 477B.03, subdivisions 2, 3, 4, 5, 7; 477B.04, subdivision 1, by adding a
subdivision; 477C.03, subdivisions 2, 5; 477C.04, by adding a subdivision; Minnesota Statutes 2021 Supplement,
sections 16A.152, subdivision 2; 1118737, subdivision 5; 116U.27, subdivisions 1, 2; 126C.10, subdivision 2e;
272.0295, subdivision 2; 273.11, subdivision 12; 273.124, subdivisions 13, 14; 273.13, subdivisions 23, 25, 34;
289A.08, subdivisions 7, 7a; 289A.382, subdivision 2; 290.01, sigimirg¢ 19, 31; 290.06, subdivisions 2c, 22;
290.0671, subdivision 1; 290.0681, subdivision 10; 290.0682, by adding subdivisions; 290.993; 290A.03,
subdivision 3; 297A.71, subdivision 52; 297A.75, subdivisions 1, 2, 3; 297A.99, subdivision 2; 297F.08s&ubdi
10; 297G.09, subdivision 9; 469.1763, subdivisions 2, 3, 4; 477A.03, subdivision 2b; 477A.30; Laws 1998, chapter
389, article 8, section 43, as amended; Laws 2003, chapter 127, article 10, section 31, subdivision 1, as amended,;
Laws 2006, chapter 25 article 11, section 3, as amended; Laws 2008, chapter 366, article 7, section 17; Laws 2011,
First Special Session chapter 7, article 4, section 14; Laws 2014, chapter 308, article 6, section 12, subdivision 2;
Laws 2017, First Special Session chapteariicle 3, section 26; Laws 2019, First Special Session chapter 6, article
6, section 25; Laws 2021, First Special Session chapter 14, article 8, sections 5; 7; proposing coding for new law in
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Minnesota Statutes, chapters 240A; 290; 477A; proposing gddimew law as Minnesota Statutes, chapter 428B,;
repealing Minnesota Statutes 2020, sections 6.91; 290.0674, subdivision 2a; 290A.03, subdivisions 9, 11; 290A.04,
subdivisions 2a, 5; 290A.23, subdivision 1; 327C.01, subdivision 13; 327C.16; 477A.0di/jsabs 30a, 38, 42,
45; 477A.013, subdivision 13; 477B.02, subdivision 4; 477B.03, subdivision 6; Minnesota Statutes 2021
Supplement, section 290.0111.

Reported the same back with the following amendments:

Page 27, delete section 5 and insert:

"Sec.5. Minnesota Statutes 2021 Supplement, section 116U.27, subdivision 1, is amended to read:

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Allocation certificate” means a certificate isslby the commissioner to a taxpayer upon receipt of an initial
application for a credit for a project that has not yet been completed.

(c) "Application” means the application for a credit under subdivision 4.
(d) "Commissioner" means the commissioneemiployment and economic development.

(e) "Credit certificate" means a certificate issued by the commissioner upon submission of the cost verification
report in subdivision 4, paragraph (e).

(f) "Eligible production costs" means eligible production cassdefined in section 116U.26, paragraph (b),
clause (1), incurred in Minnesota that are directly attributable to the production of a film project in Minnesota.

(9) "Film" has the meaning given in section 116U.26, paragraph (b), clause (2).
(h) "Project means a film:
(1) that includes the promotion of Minnesota;

(2) for which the taxpayer has expended at least $1,000,08& taxable—yeaa consecutive twelvenonth
period beginning when expenditures are first paid in Minnésotaligible production costs; and

(3) to the extent practicable, that employs Minnesota residents.

(i) "Promotion of Minnesota" or "promotion” means visible display of a static or animated logo, approved by the
commissioner and lasting approximatelyefiseconds, that promotes Minnesota within its presentation in the end
credits before the belotheline crew crawl for the life of the project.

EFFECTIVE DATE . This section is effective retroactively for taxable years beginning after December 31,
2021

Page 28, delete section 6
Page 41, after line 21, insert:
"(d) For a married taxpayer filing a separate return, the credit percentage must be calculated under paragraphs (a)

to (c), except the adjusted gross income thresholds arbadhthe amountsor other filers, as adjusted for inflation
under subdivision 2b.
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Page 46, delete lines 12 and 13 and insert:

"EFFECTIVE DATE . This section is effective for credit certificates issued after June 30, 2022, and applies
retroactively for applications for lakation certificates submitted after December 31, 2017.

Page 46, delete section 19 and insert:
"Sec.18. Minnesota Statutes 2020, section 290.0681, subdivision 3, is amended to read:

Subd.3. Applications; allocations. (a) To qualify for a credibr grant under this section, the developer of a
project must apply to the office before the rehabilitation begirtge application must contain the information and
be in the form prescribed by the offic&éhe office may collect a fee for application gf to 0.5 percent of qualified
rehabilitation expenditures, up to $40,000, based on estimated qualified rehabilitation expenditures, to offset costs
associated with personnel and administrative expenses related to administering the credit and preparing the
economic impact report in subdivision Application fees are deposited in the accoufibe application must
indicate if the application is for a credit or a grant in lieu of the credit or a combination of the two and designate the
taxpayer qualifying fothe credit or the recipient of the grant.

(b) Upon approving an application for credit, the office shall issue allocation certificates that:
(1) verify eligibility for the credit or grant;

(2) state the amount of credit or grant anticipated with thgget, with the credit amount equal to 100 percent
and the grant amount equal to 90 percent of the federal credit anticipated in the application;

(3) state that the credit or grant allowed may increase or decrease if the federal credit the projestaetiev
time it is placed in service is different than the amount anticipated at the time the allocation certificate is issued; and

(4) state the fiscal year in which the credit or grant is allocated, and that the taxpayer or grant recipient is entitled
to receiveonefifth-of the total amount of either the credit or the grant at the time the project is placed in service,
provided that date is within three calendar years following the issuance of the allocation certificate.

(c) The office, in consultath with the commissioner, shall determine if the project is eligible for a credit or a
grant under this section and must notify the developer in writing of its determindiagibility for the credit is
subject to review and audit by the commissioner.

(d) The federal credit recapture and repayment requirements under section 50 of the Internal Revenue Code do
not apply to the credit allowed under this section.

(e) Any decision of the office under paragraph (c) may be challenged as a contested casleapieiei4 The
contested case proceeding must be initiated within 45 days of the date of written notification by the office.

EFFECTIVE DATE . This section is effective for credit certificates issued after June 30, 2022, and applies
retroactively forapplications for allocation certificates submitted after December 31,"2017.

Page 48, delete lines 11 and 12 and insert:

"EFFECTIVE DATE . This section is effective for credit certificates issued after June 30, 2022, and applies
retroactively for applicions for allocation certificates submitted after December 31, 2017.
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Page 53, delete section 27 and insert:

"Sec.26. SPECIAL PROVISIONS FOR CERTAIN ALLOCATION CERTIFICATES; CREDIT FOR
HISTORIC STRUCTURE REHABILITATION.

For an allocation certificatsssued pursuant to an application submitted after December 31, 2017, for a project
receiving a credit certificate issued after June 30, 2022, the allocation certificate is deemed to state that the taxpayer
or_grant recipient is entitled to receive the fathount of the credit or grant at the time the project is placed in
service.

EFFECTIVE DATE . This section is effective the day following final enactmient.

Page 84, line 28, befor®eal' insert '(a)"
Page 85, after line 3, insert:

"(b) _Any taxpayer reuesting an exemption under this subdivision must file an application with the
commissioner of revenueThe commissioner must prescribe the content, format, and manner of the application
pursuant to section 270C.30, except that a "law administered lmpthmissioner” includes the property tax laws
If an application is made by electronic means, the taxpayer's signature is defined pursuant to section 270C.304,
except that a "law administered by the commissioner" includes the property tax laws.

Page 85line 6, delete Lounty assessband insert Lommissioner of revenlie

Page 85, after line 6, insert:
"Sec.9. Minnesota Statutes 2020, section 272.025, subdivision 1, is amended to read:

Subdivision 1 Statement of exemption (a) Except in the casd property owned by the state of Minnesota or
any political subdivision thereof, a taxpayer claiming an exemption from taxation on property described in section
272.02 must file a statement of exemption with the assessor of the assessment district ithevpiciperty is
located By January 2, 2018, and each third year thereafter, the commissioner of revenue shall publish on its website
a list of the exemptions for which a taxpayer claiming an exemption must file a statement of exerfpigon
commissiongs requirement that a taxpayer file a statement of exemption pursuant to this subdivision shall not be
considered a rule and is not subject to the Administrative Procedure Act, chapter 14.

(b) A taxpayer claiming an exemption from taxation on propersgideed in section 272.02, subdivision 410
106, must file a statement of exemption with the commissioner of revenue, on or before February 15 of each year for
which the taxpayer claims an exemption.

(c) In case of sickness, absence or other disaldfitfor good cause, the assessor or the commissioner may
extend the time for filing the statement of exemption for a period not to exceed 60 days.

(d) The commissioner of revenue shall prescribe the content, format, and manner of the statement of exemption
pursuant to section 270C.30, except that a "law administered by the commissioner" includes the property tax laws.

(e) If a statement is made by electronic means, the taxpayer's signature is defined pursuant to section 270C.304,
except that a "law adminiered by the commissioner" includes the property tax laws.

EFFECTIVE DATE . This section is effective beginning with assessment year 2023 and thereafter.
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Page 124, line 5, deletg."...." and insert $0'

Page 135, line 14, reinstate the stricken laggu
Page 135, lines 15 to 17, delete the new language
Page 135, lines 23 to 30, strike the old language and delete the new language arBlyimeecetnber 31 of the

calendar year following the calendar year that the aid was received, any funds unspeilocated by a county
under this section must be sent to the Continuum of Care which the county is a'part of.

Page 136, delete lines 1 to 3

Page 249, line 6, deletep to ten percent bf

Page 249, line 7, deletéht payment receivédand insert the greater of $6,250 or 2.5 percent of the total
amount received under this subdivision

Renumber the sections in sequence and correct the internal references

Correct the title numbers accordlg

With the recommendation that when so amended the bill be placed on the General Register.

The report was adopted.

Moran from the Committee on Ways and Means to which was referred:

S.F.No0.4410, A bill for an act relating to health and human services; modifying provisions governing
community supports, continuing care for older adults, human services operations and licensing, health care,
behavioral health, children and family services, lmgaltealthrelated licensing boards, scope of practice, and
background studies; establishing a Department of Behavioral Health; establishing certain grants; establishing
interstate compacts for nurses, audiologists and speech language pathologistsnsed ficefessional counselors;
modifying the expiration dates and repealing certain mandated reports; expanding and renaming the higher
education facilities authority to include nonprofit health care organizations; making human services forecast
adjustments appropriating money; requiring reports; amending Minnesota Statutes 2020, sections 3.732,
subdivision 1; 13.46, subdivision 7; 15A.0815, subdivision 2; 62J.692, subdivision 5; 62N.25, subdivision 5;
620Q.1055; 62Q.37, subdivision 7; 620Q.47; 1031.005, sikidns 17a, 20a, by adding a subdivision; 136A.25;
136A.26; 136A.27; 136A.28; 136A.29, subdivisions 1, 3, 6, 9, 10, 14, 19, 20, 21, 22, by adding a subdivision;
136A.32, subdivision 4; 136A.33; 136A.34, subdivisions 3, 4; 136A.36; 136A.38; 136A.41; 423636F.67,
subdivision 1; 137.68; 144.051, subdivision 6; 144.057, subdivision 1; 144.1222, subdivision 2d; 144.193; 144.294,
subdivision 2; 144.4199, subdivision 8; 144.497; 144A.10, subdivision 17; 144A.351, subdivision 1; 144A.483,
subdivision 1; 144A75, subdivision 12; 144E.01, subdivisions 1, 4; 144E.35; 144G.45, subdivisions 6, 7; 145.4134;
145.4716, by adding a subdivision; 145.928, subdivision 13; 147.01, subdivision 7; 147.03, subdivisions 1, 2;
147.037; 147A.28; 147C.15, subdivision 3; 147C<&hdivision 5; 148.212, subdivision 1; 148F.11, by adding a
subdivision; 150A.10, subdivision 1la; 150A.105, subdivision 8; 151.01, subdivision 27; 151.065, subdivisions 1, 3,
7; 152.125; 169A.70, subdivisions 3, 4; 242.19, subdivision 2; 245.4661, sibdili0; 245.4889, subdivision 3,
by adding a subdivision; 245A.11, subdivisions 2, 2a, 7, 7a, by adding a subdivision; 245A.14, subdivision 14;
245A.19; 245C.02, subdivision 17a, by adding a subdivision; 245C.04, subdivisions 1, 4a, by adding subdivisions
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245C.10, by adding subdivisions; 245C.31, subdivisions 1, 2, by adding a subdivision; 245D.10, subdivision 3a;
245D.12; 245F.03; 245F.04, subdivision 1; 245G.01, by adding a subdivision; 245G.05, subdivision 2; 245G.06,
subdivision 3, by adding a subdiidon; 245G.07, subdivision 1; 245G.08, subdivision 3; 245G.12; 245G.21, by
adding a subdivision; 245G.22, subdivision 2; 252.275, subdivisions 4c, 8; 253B.18, subdivision 6; 254A.19,
subdivisions 1, 3, by adding subdivisions; 254B.01, subdivision 5, hipgddbdivisions; 254B.03, subdivisions 1,

5; 254B.04, subdivision 2a, by adding subdivisions; 254B.05, subdivision 1; 256.01, subdivision 29, by adding a
subdivision; 256.021, subdivision 3; 256.042, subdivision 5; 256.045, subdivision 3; 256.9657 jskubd@y
256.975, subdivisions 11, 12; 256B.0561, subdivision 4; 256B.057, subdivision 9; 256B.0625, subdivisions 17a, 39;
256B.0659, subdivisions 1, 12, 19, 24; 256B.0757, subdivisions 1, 2, 3, 4, 5, 8; 256B.0911, subdivision 5;
256B.0949, subdivisions 8,7; 256B.49, subdivisions 13, 15, 23; 256B.4911, subdivisions 3, 4, by adding a
subdivision; 256B.4914, subdivisions 3, as amended, 4, as amended, 8, as amended, 9, as amended, 10, as amended,
10a, as amended, 12, as amended, 14, as amended; 256B.4@sisnls 2, 4, 5, 6, by adding subdivisions;
256B.5012, by adding subdivisions; 256B.69, subdivision 9d; 256B.85, by adding a subdivision; 256D.0515;
256D.09, subdivision 2a; 256E.28, subdivision 6; 256E.33, subdivisions 1, 2; 256E.35, subdivisiofa, B, Z,;
256G.02, subdivision 6; 2561.04, subdivision 3; 2561.05, by adding a subdivision; 256K.26, subdivisions 2, 6, 7;
256K.45, subdivision 6, by adding subdivisions; 256L.12, subdivision 8; 256N.26, subdivision 12; 256P.02, by
adding a subdivision; .03, subdivision 2; 256P.04, subdivision 11; 256Q.06, by adding a subdivision; 256R.02,
subdivisions 16, 24, 26, 29, 34, by adding subdivisions; 256R.18; 256R.23, subdivisions 2, 3; 256R.24, subdivision
1; 256R.25; 256S.16; 257.0725; 260.012; 260.775)B2B57, subdivisions 1, 3; 260B.331, subdivision 1;
260C.001, subdivision 3; 260C.007, subdivision 27; 260C.151, subdivision 6; 260C.152, subdivision 5; 260C.175,
subdivision 2; 260C.176, subdivision 2; 260C.178, subdivision 1; 260C.181, subdivision@Q1280subdivision

3; 260C.201, subdivisions 1, 2; 260C.202; 260C.203; 260C.204; 260C.212, subdivision 4a; 260C.221; 260C.331,
subdivision 1; 260C.513; 260C.607, subdivisions 2, 5; 260C.613, subdivisions 1, 5; 260E.20, subdivision 1;
260E.22, subdivision ;2260E.24, subdivisions 2, 6; 260E.38, subdivision 3; 268.19, subdivision 1; 297E.021,
subdivision 3; 299A.299, subdivision 1; 354B.20, subdivision 7; 477A.0126, subdivision 7, by adding a subdivision;
518A.43, subdivision 1; 518A.77; 626.557, subdivisitizh; 626.5571, subdivision 1; Minnesota Statutes 2021
Supplement, sections 10A.01, subdivision 35; 15.01; 15.06, subdivision 1; 43A.08, subdivision 1a; 62A.673,
subdivision 2; 144.551, subdivision 1; 144G.45, subdivisions 4, 5; 144G.81, subdivision 3t11,48division 1;
245.467, subdivisions 2, 3; 245.4871, subdivision 21; 245.4876, subdivisions 2, 3; 245.4889, subdivision 1;
245.735, subdivision 3; 245A.03, subdivision 7; 245C.03, subdivision 5a, by adding subdivisions; 245C.05,
subdivision 5; 2451.02subdivisions 19, 36; 2451.03, subdivision 9; 2451.04, subdivision 4; 2451.05, subdivision 3;
2451.08, subdivision 4; 2451.09, subdivision 2; 2451.10, subdivisions 2, 6; 2451.20, subdivision 5; 2451.23,
subdivision 22; 254A.03, subdivision 3; 254A.19, dvision 4; 254B.03, subdivision 2; 254B.04, subdivision 1;
254B.05, subdivisions 4, 5; 256.01, subdivision 42; 256.042, subdivision 4; 256B.0371, subdivision 4; 256B.0622,
subdivision 2; 256B.0625, subdivisions 3b, 10, 17; 256B.0659, subdivision 17a;0B%GB subdivision 6;
256B.0911, subdivisions 3a, 3f; 256B.0946, subdivision 1; 256B.0947, subdivisions 2, 6; 256B.0949, subdivisions
2, 13; 256B.49, subdivision 28; 256B.4914, subdivision 5, as amended; 256B.69, subdivision 9f; 256B.85,
subdivisions 7, 7a256B.851, subdivision 5; 256L.03, subdivision 2; 256P.01, subdivision 6a; 256P.02, subdivisions
la, 2; 256P.06, subdivision 3; 256S.205; 256S.2101; 260C.157, subdivision 3; 260C.212, subdivisions 1, 2;
260C.605, subdivision 1; 260C.607, subdivision 60220, subdivision 2; 297E.02, subdivision 3; Laws 2009,
chapter 79, article 13, section 3, subdivision 10, as amended; Laws 2014, chapter 312, article 27, section 75; Laws
2020, First Special Session chapter 7, section 1, subdivision 1, as amended;0RawsiBst Special Session
chapter 7, article 2, section 74, by adding a subdivision; article 10, sections 1; 3; article 11, section 38; article 14,
section 21, subdivision 4; article 16, sections 2, subdivisions 1, 24, 29, 31, 33; 5; article 17, 3g6tid@s 11; 12;

14; 17, subdivision 3; 19; Laws 2021, First Special Session chapter 8, article 6, section 1, subdivision 7; Laws 2022,
chapter 33, section 1, subdivisions 5a, 5b, 5c, 5d, 5e, 5f, 10c; by adding a subdivision; Laws 2022, chapter 40,
sectims 6; 7; proposing coding for new law in Minnesota Statutes, chapters 103l; 144G; 145; 147A; 148; 148B,;
151; 245A; 245D; 254A; 256; 256B; 626; proposing coding for new law as Minnesota Statutes, chapter 256T;
repealing Minnesota Statutes 2020, sections.8@Usubdivision 3; 136A.29, subdivision 4; 144.1911, subdivision

10; 144.564, subdivision 3; 144A.483, subdivision 2; 147.02, subdivision 2a; 169A.70, subdivision 6; 245.981;
245G.22, subdivision 19; 246.0136; 246.131; 246B.03, subdivision 2; 246B.089285 subdivision 7; 252.035;
254A.02, subdivision 8a; 254A.04; 254A.16, subdivision 6; 254A.19, subdivisions la, 2; 254A.21; 254B.04,
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subdivisions 2b, 2c; 254B.041, subdivision 2; 254B.14, subdivisions 1, 2, 3, 4, 6; 256.01, subdivision 31;
256B.0638, shdivision 7; Minnesota Statutes 2021 Supplement, sections 254A.19, subdivision 5; 254B.14,
subdivision 5; Laws 1998, chapter 382, article 1, section 23; Laws 2022, chapter 33, section 1, subdivision 9a;
Minnesota Rules, parts 9530.7000, subparts 1, 2, 3, 8, 9, 10, 11, 13, 14, 15, 17a, 19, 20, 21; 9530.7005;
9530.7010; 9530.7012; 9530.7015, subparts 1, 2a, 4, 5, 6; 9530.7020, subparts 1, 1a, 2; 9530.7021; 9530.7022,
subpart 1; 9530.7025; 9530.7030, subpart 1.

Reported the same back with the followanrgendments:
Delete everything after the enacting clause and insert:

"ARTICLE 1
DEPARTMENT OF HEALTH FINANCE

Section 1 [62J.811] PROVIDER BALANCE BILLING REQUIREMENTS.

Subdivision 1 Requirements (a) Each health provider and health facility slealnply with Division BB, Title
| of the Consolidated Appropriations Act, 2021, also known as the "No Surprises Act," including any federal
requlations adopted under that act, to the extent that it imposes requirements that apply in this state but are not
required under the laws of this statdhis section does not require compliance with any provision of the No
Surprises Act before January 1, 2022.

(b) For the purposes of this section, "provider" or "facility" means any health care provider or facility pursuant to
section 62A.63, subdivision 2, or 62J.03, subdivision 8, that is subject to relevant provisions of the No Surprises Act.

Subd.2. Compliance and investigations (a) The commissioner of health shall, to the extent practicable, seek
the cooperation of health care providers and facilities in obtaining compliance with this section.

(b) A person who believes a health care provider or fadikity not complied with the requirements of the No
Surprises Act or this section may file a complaint with the commissioner of he@timplaints filed under this
section must be filed in writing, either on paper or electronicalljnie commissioner may @scribe additional
procedures for the filing of complaints.

(c) The commissioner may also conduct compliance reviews to determine whether health care providers and
facilities are complying with this section.

(d) The commissioner shall investigate commiisifiled under this sectionThe commissioner may prioritize
complaint_investigations, compliance reviews, and the collection of any possible civil monetary penalties under
paragraph (q), clause (2), based on factors such as repeat complaints onsgiolhéseriousness of the complaint
or violation, and other factors as determined by the commissioner.

(e) The commissioner shall inform the health care provider or facility of the complaint or findings of a
compliance review and shall provide an oppuwitiufor the health care provider or facility to submit information the
health care provider or facility considers relevant to further review and investigation of the complaint or the findings
of the compliance review The health care provider or facilitnust submit any such information to the
commissioner within 30 days of receipt of notification of a complaint or compliance review under this section.

() _If, after reviewing any information described in paragraph (e) and the results of any investitfzion
commissioner determines that the provider or facility has not violated this section, the commissioner shall notify the
provider or facility as well as any relevant complainant.




98TH DAY] THURSDAY, APRIL 28,2022 11789

(g) _If, after reviewing any information described in paragraph (e) aaedrdbults of any investigation, the
commissioner determines that the provider or facility is in violation of this section, the commissioner shall notify the
provider or facility and take the following steps:

(1) in cases of noncompliance with this sectii,e commissioner shall first attempt to achieve compliance
through successful remediation on the part of the noncompliant provider or facility including completion of a
corrective action plan or other agreement; and

(2) if, after taking the action in @alise (1) compliance has not been achieved, the commissioner of health shall
notify the provider or facility that the provider or facility is in violation of this section and that the commissioner is
imposing a civil monetary penaltylf the commissioner etermines that more than one health care provider or
facility was responsible for a violation, the commissioner may impose a civil money penalty against each health care
provider or facility The amount of a civil money penalty shall be up to $100 fon gadation, but shall not exceed
$25,000 for identical violations during a calendar year; and

(3) no civil money penalty shall be imposed under this section for violations that occur prior to January 1, 2023
Warnings must be issued and any compliasseies must be referred to the federal government for enforcement
pursuant to the federal No Surprises Act or other applicable federal laws and requlations.

(h) A health care provider or facility may contest whether the finding of facts constitute aowiadétthis
section according to the contested case proceeding in sections 14.57 to 14.62, subject to appeal according to sections
14.63 to 14.68.

(i) When steps in paragraphs (b) to (h) have been completed as needed, the commissioner shall nolify the hea
care provider or facility and, if the matter arose from a complaint, the complainant regarding the disposition of
complaint or compliance review.

(1) Civil money penalties imposed and collected under this subdivision shall be deposited into thiefgetera
and are appropriated to the commissioner of health for the purposes of this section, including the provision of
compliance reviews and technical assistance.

(k) Any compliance and investigative action taken by the department under this sdwilbmonly include
potential violations that occur on or after the effective date of this section.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.2. Minnesota Statutes 2020, section 62Q.021, is amended by addingdiésiob to read:

Subd.3. Compliance with 2021 federal law Each health plan company, health provider, and health facility
shall comply with Division BB, Title | of the Consolidated Appropriations Act, 2021, also known as the "No
Surprises Act,'including any federal requlations adopted under that act, to the extent that it imposes requirements
that apply in this state but are not required under the laws of this Sthie section does not require compliance
with any provision of the No SurpriséAct before the effective date provided for that provision in the Consolidated
Appropriations Act The commissioner shall enforce this subdivision

Sec.3. Minnesota Statutes 2020, section 62Q.55, subdivision 5, is amended to read:

Subd.5. Coverage restrictions or limitations. If emergency services are provided by a nonparticipating
provider, with or without prior authorization, the health plan company shall not impose coverage restrictions or
limitations that are more restrictive than apply toeegency services received from a participating provider
Costsharing requirements that apply to emergency services received-metwvork must be the same as the cost
sharing requirements that apply to services receivettiworkand shall count towarthe innetwork deductible
All coverage and charges for emergency services must comply with all requirements of Division BB, Title | of the
Consolidated Appropriations Act, 2021, including any federal requlations adopted under.that act
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Sec.4. Minnesof Statutes 2020, section 620Q.556, is amended to read:

62Q.556 UNAUTHORIZED—PROVIDER—SERVCES- CONSUMER PROTECTIONS AGAINST
BALANCE BILLING .

Subdivision 1 Unauthorized-provider-servieesNonparticipating provider balance billing prohibition . (a)
Except @ provided in paragrapfe) (b), unauthorized-provider-services-ochalance billing is prohibitedvhen an

enrollee receives services:

(1) from a nonparticipating provider at a participating hospital or ambulatory surgical eemterthe-services
are—endered:-as described by Division BB, Title | of the Consolidated Appropriations Act, 2021, including any
federal regulations adopted under that act;

(2) from a participating provider that sends a specimen taken from the enrollee in the participating provider's
practicesetting to a nonparticipating laboratory, pathologist, or other medical testing faotlity

ybdivision 3.

(3) from a nonpatrticipating provider or fatyliproviding emergency services as defined in section 62Q.55,
subdivision 3, and other services as described in the requirements of Division BB, Title | of the Consolidated
Appropriations Act, 2021, including any federal regulations adopted under that act.

{e) (b) The services described in paragraph €¢guseclauses (1) an¢R), as defined in Division BB, Title | of
the Consolidated Appropriations Act, 2021, and any federal regulations adopted under Hrahattnautherized
provider-servicesubject to balance billingf the enrollee givesdvance—writterinformed consentte-the prior to
receiving services from the nonparticipatipigvider acknowledging that the use of a provider, or the services to be
rendered, may result in costs not coveredtihy health plan The informed consent must comply with all
requirements of Division BB, Title | of the Consolidated Appropriations Act, 2021, including any federal
regulations adopted under that act.

Subd.2. Prehibition- Costsharing requirements and irdependent dispute resolution (a) An enrollee's
financial responsibility for themautherizedhonparticipatingorovider serviceglescribed in subdivision 1, paragraph

(a), shall be the same cesharing requirements, including -payments, deductibles, iogsurance, coverage
restrictions, and coverage limitations, as those applicable to services received by the enrollee from a participating
provider A health plan company must apply any enrollee cost sharing requirements, incluepagneents,
deductiblesand coinsurance, for unauthorized provider services to the enrollee's anroipocket limit to the

same extent payments to a participating provider would be applied.

e-services do
arbitration,

pamesand nonpart|C|pat|nq prowder shaII initiate open neqotlatlons of dlsputed amdnmere is no aqreement

either party may initiate the federal independgispute resolution process pursuant to Division BB, Title | of the
Consolidated Appropriations Act, 2021, including any federal requlations adopted under.that act
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Subd.3. Annual data reporting. (a) Beginning April 1, 2023, a health plan company must report annually to
the commissioner:

(1) the toal number of claims and total billed and paid amount for nonparticipating provider services, by service
and provider type, submitted to the health plan in the prior calendar year; and

(2) the total number of enrollee complaints received regarding thts mapd protections established by Division
BB, Title | of the Consolidated Appropriations Act, 2021, including any federal requlations adopted under that act,
in the prior calendar year.

(b) The commissioners of commerce and health may develop the mormanner for health plan companies to
comply with paragraph (a).

Subd.4. Enforcement (a) Any provider or facility, including a health care provider or facility pursuant to
section 62A.63, subdivision 2, or 62J.03, subdivision 8, that is subjedet@amé provisions of the No Surprises Act
is subject to the requirements of this section.

(b) The commissioner of commerce or health may enforce this section

(c) If the commissioner of health has cause to believe that any hospital or facility licewssdchapter 144 has
violated this section, the commissioner may investigate, examine, and otherwise enforce this section pursuant to
chapter 144 or may refer the potential violation to the relevant licensing board with regulatory authority over the

provider.

(d) If a healthrelated licensing board has cause to believe that a provider has violated this section, it may further
investigate and enforce the provisions of this section pursuant to chapter 214.

Sec.5. Minnesota Statutes 2020, section 62Qsudivision 2, is amended to read:

Subd.2. Change in health plans (a) If an enrollee is subject to a change in health plans, the enrollee's new
health plan company must provide, upon request, authorization to receive services that are otherwiendeer
the terms of the new health plan through the enrollee's current provider:

(1) for up to 120 days if the enrollee is engaged in a current course of treatment for one or more of the following
conditions:

(i) an acute condition;

(ii) a life-threaening mental or physical iliness;

(i) pregnancybeyond-the firsttrimester-of pregnancy
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(iv) a physical or mental disability defined as an inability to engage in one or more major life activities, provided
that the disability has lasted or candxpected to last for at least one year, or can be expected to result in death; or

(v) a disabling or chronic condition that is in an acute phase; or

(2) for the rest of the enrollee's life if a physician certifies that the enrollee has an expeciad 6fetiB0 days
or less.

For all requests for authorization under this paragraph, the health plan company must grant the request for
authorization unless the enrollee does not meet the criteria provided in this paragraph.

(b) The health plan company shplepare a written plan that provides a process for coverage determinations
regarding continuity of care of up to 120 days for new enrollees who request continuity of care with their former
provider, if the new enrollee:

(1) is receiving culturally approjate services and the health plan company does not have a provider in its
preferred provider network with special expertise in the delivery of those culturally appropriate services within the
time and distance requirements of section 62D.124, subdivision

(2) does not speak English and the health plan company does not have a provider in its preferred provider
network who can communicate with the enrollee, either directly or through an interpreter, within the time and
distance requirements of secti®lD.124, subdivision 1.

The written plan must explain the criteria that will be used to determine whether a need for continuity of care exists
and how it will be provided.

(c) This subdivision applies only to group coverage and continuation and convessierage, and applies only
to changes in health plans made by the employer.

Sec.6. Minnesota Statutes 2020, section 62Q.73, subdivision 7, is amended to read:
Subd.7. Standards of review (a) For an external review of any issue in an adverserdigt&tion that does not

require a medical necessity determination, the external review must be based on whether the adverse determination
was in compliance with the enrollee's health benefit atathany applicable state and federal.law

(b) For an exterdareview of any issue in an adverse determination by a health plan company licensed under
chapter 62D that requires a medical necessity determination, the external review must determine whether the
adverse determination was consistent with the definitibmedically necessary care in Minnesota Rules, part
4685.0100, subpart 9b.

(c) For an external review of any issue in an adverse determination by a health plan company, other than a health
plan company licensed under chapter 62D, that requires a meelieasity determination, the external review must
determine whether the adverse determination was consistent with the definition of medically necessary care in
section 62Q.53, subdivision 2.

(d) For an external review of an adverse determination involkmgrimental or investigational treatment, the
external review entity must base its decision on all documents submitted by the health plan company and enrollee,
including medical records, the attending physician, advanced practice registered nurseh @ahegrofessional's
recommendation, consulting reports from health care professionals, the terms of coverage, federal Food and Drug
Administration approval, and medical or scientific evidence or evidbased standards.
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Sec.7. Minnesota Statutes 2028ection 62U.04, is amended by adding a subdivision to read:

Subd.5b. Non-claims-based payments (a) Beginning in 2024, all health plan companies and -féndy
administrators shall submit to a private entity designated by the commissioner of dieatinclaimsbased
payments made to health care providerbe data shall be submitted in a form, manner, and frequency specified by
the commissioner Non-claimsbased payments are payments to health care providers designed to pay for value of
health @re services over volume of health care services and include alternative payment models or incentives,
payments for infrastructure expenditures or investments, and payments for workforce expenditures or investments
Non-claimsbased payments submitted endhis subdivision must, to the extent possible, be attributed to a health
care provider in the same manner in which clairased data are attributed to a health care provider and, where
appropriate, must be combined with data collected under subdivisimmd 5 in analyses of health care spending.

(b) Data collected under this subdivision are nonpublic data as defined in section M8thstanding the
definition of summary data in section 13.02, subdivision 19, summary data prepared unsigbdhision may be
derived from nonpublic dataThe commissioner shall establish procedures and safeguards to protect the integrity
and confidentiality of any data maintained by the commissioner.

(c) The commissioner shall consult with health plan congsanhospitals, and health care providers in
developing the data reported under this subdivision and standardized reporting forms.

Sec.8. Minnesota Statutes 2020, section 62U.04, subdivision 11, is amended to read:

Subd.11. Restricted uses of the alpayer claims data (a) Notwithstanding subdivision 4, paragraph (b), and
subdivision 5, paragraph (b), the commissioner or the commissioner's designee shall only use the data submitted
under subdivisions dnd 5, and 5bfor the following purposes:

(1) to evaluate the performance of the health care home program as authorized under section 62U.03,
subdivision 7;

(2) to study, in collaboration with the reducing avoidable readmissions effectively (RARE) campaign, hospital
readmission trends and rates;

(3) to analyze variations in health care costs, quality, utilization, and illness burden based on geographical areas
or populations;

(4) to evaluate the state innovation model (SIM) testing grant received by the Departments of Health and Human
Services, inalding the analysis of health care cost, quality, and utilization baseline and trend information for
targeted populations and communities; and

(5) to compile one or more public use files of summary data or tables that must:

(i) be available to the publifor no or minimal cost by March 1, 2016, and available by-bh&&ed electronic
data download by June 30, 2019;

(i) not identify individual patients, payers, or providers;
(iif) be updated by the commissioner, at least annually, with the most currarsvdéiable;
(iv) contain clear and conspicuous explanations of the characteristics of the data, such as the dates of the data

contained in the files, the absence of costs of care for uninsured patients or nonresidents, and other disclaimers that
provideappropriate context; and
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(v) not lead to the collection of additional data elements beyond what is authorized under this section as of June 30,
2015.

(b) The commissioner may publish the results of the authorized uses identified in paragraph (aasaheng
data released publicly do not contain information or descriptions in which the identity of individual hospitals,
clinics, or other providers may be discerned.

(c) Nothing in this subdivision shall be construed to prohibit the commissioner from th&irdata collected
under subdivision 4 to complete the stagsed risk adjustment system assessment due to the legislature on October 1,
2015.

4 and 5 for

{e) (d) The commissioner shall consult with the-pdlyer claims database work group established under
subdivision 12 regarding the technical considerations necessary to createbliceupe files of summary data
described in paragraph (a), clause (5).

Sec.9. Minnesota Statutes 2020, section 62U.10, subdivision 7, is amended to read:

Subd.7. Outcomes reporting; savings determination (a) Begirning-November1,-2016,abl@dhch Noember
1 thereafter the commissioner of health shall determine the actual total private and public health care -&emnong

care spending for Minnesota residents related to each health indicator projected in subdivision 6 for the most recent
calendar yemavailable The commissioner shall determine the difference between the projected and actual spending
for each health indicator and for each year, and determine the savings attributable to changes in these health
indicators The assumptions and reseamlethods used to calculate actual spending must be determined to be
appropriate by an independent actuarial consultéinthe actual spending is less than the projected spending, the
commissioner, in consultation with the commissioners of human seancesianagement and budget, shall use the
proportion of spending for stat@ministered health care programs to total private and public health care spending
for each health indicator for the calendar year two years before the current calendar yeamtnedtiterpercentage

of the calculated aggregate savings amount accruing tesstatimistered health care programs.

(b) The commissioner may use the data submitted under section 62U.04, subdivisiegisSdand 5b,to
complete the activities required der this section, but may only report publicly on regional data aggregated to
granularity of 25,000 lives or greater for this purpose.

Sec.10. [115.7411] ADVISORY COUNCIL ON WATER SUPPLY SYSTEMS AND WASTEWATER
TREATMENT FACILITIES.

Subdivision 1 Purpose; membership The advisory council on water supply systems and wastewater
treatment facilities shall advise the commissioners of health and the Pollution Control Agency regarding
classification of water supply systems and wastewater treatmeiitidacijualifications and competency evaluation
of water supply system operators and wastewater treatment facility operators, and additional laws, rules, and
procedures that may be desirable for requlating the operation of water supply systems andnaatevastatment
facilities. The advisory council is composed of 11 voting members, of whom:

(1) one member must be from the Department of Health, Division of Environmental Health, appointed by the
commissioner of health;

(2) one member must be from tR®llution Control Agency, appointed by the commissioner of the Pollution
Control Agency;
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(3) three members must be certified water supply system operators, appointed by the commissioner of health,
one of whom must represent a nonmunicipal community oraesient noncommunity water supply system;

(4) three members must be certified wastewater treatment facility operators, appointed by the commissioner of
the Pollution Control Agency;

(5) one member must be a representative from an organization reprgesaninicipalities, appointed by the
commissioner of health with the concurrence of the commissioner of the Pollution Control Agency; and

(6) two members must be members of the public who are not associated with water supply systems or
wastewater treatmerfacilities. One must be appointed by the commissioner of health and the other by the
commissioner of the Pollution Control Agenc¥onsideration should be given to one of these members being a
representative of academia knowledgeable in water or wastematters.

Subd.2. Geographic representation At least one of the water supply system operators and at least one of the
wastewater treatment facility operators must be from outside the -seuety metropolitan area, and one
wastewater treatment fdity operator must be from the Metropolitan Council.

Subd.3. Terms; compensation The terms of the appointed members and the compensation and removal of all
members are governed by section 15.059.

Subd.4. Officers. When new members are appointedh® council, a chair must be elected at the next council
meeting The Department of Health representative shall serve as secretary of the council.

Sec.11. Minnesota Statutes 2020, section 144.122, is amended to read:
144.122 LICENSE, PERMIT, AND SURWEY FEES.

(@) The state commissioner of health, by rule, may prescribe procedures and fees for filing with the
commissioner as prescribed by statute and for the issuance of original and renewal permits, licenses, registrations,
and certifications issued dar authority of the commissioneThe expiration dates of the various licenses, permits,
registrations, and certifications as prescribed by the rules shall be plainly marked .th&ess may include
application and examination fees and a penalty feesftewal applications submitted after the expiration date of the
previously issued permit, license, registration, and certificatibhe commissioner may also prescribe, by rule,
reduced fees for permits, licenses, registrations, and certificationstinapplication therefor is submitted during
the last three months of the permit, license, registration, or certification pdfeebs proposed to be prescribed in
the rules shall be first approved by the Department of Management and BAdldees prgosed to be prescribed
in rules shall be reasonabl&he fees shall be in an amount so that the total fees collected by the commissioner will,
where practical, approximate the cost to the commissioner in administering the praddrdees collectedshall be
deposited in the state treasury and credited to the state government special revenue fund unless otherwise
specifically appropriated by law for specific purposes.

(b) The commissioner may charge a fee for voluntary certification of medical fabesaand environmental
laboratories, and for environmental and medical laboratory services provided by the department, without complying
with paragraph (a) or chapter.14ees charged for environment and medical laboratory services provided by the
depatment must be approximately equal to the costs of providing the services.

(c) The commissioner may develop a schedule of fees for diagnostic evaluations conducted at clinics held by the
services for children with disabilities programll receipts genettad by the program are annually appropriated to
the commissioner for use in the maternal and child health program.
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(d) The commissioner shall set license fees for hospitals and nursing homes that are not boarding care homes at
the following levels:

JointCommission on Accreditation éfealthcare
Organizations (JCAHO) and American Osteopathic

Association (AOA) hospitals $7,655 plus $16 per bed
Non-JCAHO and notAOA hospitals $5,280 plus $250 per bed
Nursing home $183 plus $91 per bed until Jude, 2018 $183 plus

$100 per bed between July 1, 2018, and June 30, 2!
$183 plus $105 per bed beginning July 1, 2020

The commissioner shall set license fees for outpatient surgical centers, boarding care homes, supervised living
facilities, assited living facilities, and assisted living facilities with dementia care at the following levels:

Outpatient surgical centers $3,712

Boarding care homes $183 plus $91 per bed
Supervised living facilities $183 plus $91 per bed
Assisted living facilities with dementia care $3,000 plus $100 per resident
Assisted living facilities $2,000 plus $75 per resident

Fees collected under this paragraph are nonrefundditie fees are nonrefundable even if received before July 1
2017, for licenses or registrations being issued effective July 1, 2017, or later.

(e) Unless prohibited by federal law, the commissioner of health shall charge applicants the following fees to
cover the cost of any initial certification surveys reqdiite determine a provider's eligibility to participate in the
Medicare or Medicaid program:

Prospective payment surveys for hospitals $900

Swing bed surveys for nursing homes $1,200

Psychiatric hospitals $1,400

Rural health facilities $1,100

Portable xray providers $500

Home health agencies $1,800

Outpatient therapy agencies $800

End stage renal dialysis providers $2,100

Independent therapists $800

Comprehensive rehabilitation outpatient facilitie: $1,200

Hospice providers $1,700

Ambulatory surgical providers $1,800

Hospitals $4,200

Other provider categories or additiomesurveys required to complete Actual surveyor costsaverage
initial certification surveyor cost x number dburs for

the survey process

These fees shall be submitted at the time of the application for federal certification and shall not be.refunded
All fees collected after the date that the imposition of fees is not prohibited by federal law skegloséed in the
state treasury and credited to the state government special revenue fund.
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(f) Notwithstanding section 16A.1283, the commissioner may adjust the fees assessed on assisted living facilities
and assisted living facilities with dementia caneler paragraph (d), in a revenmeutral manner in accordance with
the requirements of this paragraph:

(1) a facility seeking to renew a license shall pay a renewal fee in an amount that is up to ten percent lower than
the applicable fee in paragraph (fl)residents who receive home and commuhiged waiver services under
chapter 256S and section 256B.49 comprise more than 50 percent of the facility's capacity in the calendar year prior
to the year in which the renewal application is submitted; and

(2) a facility seeking to renew a license shall pay a renewal fee in an amount that is up to ten percent higher than
the applicable fee in paragraph (d) if residents who receive home and combasg@ty waiver services under
chapter 256S and section 256B.489mprise less than 50 percent of the facility's capacity during the calendar year
prior to the year in which the renewal application is submitted.

The commissioner may annually adjust the percentages in clauses (1) and (2), to ensure this paragraph is
implemented in a revenueeutral manner The commissioner shall develop a method for determining capacity
thresholds in this paragraph in consultation with the commissioner of human services and must coordinate the
administration of this paragraph with themmmissioner of human services for purposes of verification.

(a) The commissioner shall charge hospitals an annual licensing base fee of $1,150 per hospital, plus an
additional $15 per licensed bed/bassinet f&e=venue shall be deposited to the state gpment special revenue
fund and credited toward trauma hospital designations under sections 144.605 and 144.6071.

Sec.12. Minnesota Statutes 2021 Supplement, section 144.1501, subdivision 1, is amended to read:
Subdivision 1 Definitions. (a) For puposes of this section, the following definitions apply.

(b) "Acupuncture practitioner" means an individual licensed to practice acupuncture under chapter 147B.

{b) (c) "Advanced dental therapist" means an individual who is licensed as a dental thendistsection
150A.06, and who is certified as an advanced dental therapist under section 150A.106.

(d) "Advanced practice provider" means a nurse practitioner, imichgife, nurse anesthetist, clinical nurse
specialist, or physician assistant.

{e) (e) "Alcohol and drug counselor" means an individual who is licensed as an alcohol and drug counselor
under chapter 148F.

) (f) "Dental therapist" means an individual who is licensed as a dental therapist under section 150A.06.

{e) (g) "Dentist" means amdividual who is licensed to practice dentistry.

& (h) "Designated rural area" means a statutory and home rule charter city or township that is outside the
sevenRcounty metropolitan area as defined in section 473.121, subdivision 2, excluding theoftibesuth,
Mankato, Moorhead, Rochester, éidCloud.

{g (i) "Emergency circumstances" means those conditions that make it impossible for the participant to fulfill

the service commitment, including death, total and permanent disability, or tempaaljlity lasting more than
two years.
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) () "Mental health professional® means an individual providing clinical services in the treatment of mental
illness who is qualified in at least one of the ways specified in section 245.462, subdivision 18.

&) (K) "Medical resident” means an individual participating in a medical residency in family practice, internal
medicine, obstetrics and gynecology, pediatrics, or psychiatry.

& () "Nurse" means an individual who has completed training and received all licensing or certification
necessary to perform duties as a licensed practical nurse or registered nurse.

& (m) "Nursemidwife" means a registered nurse who has graduated from a program of study designed to
prepare registered nurses for advanced practice asmidggves.

&) (n) "Nurse practitioner” means a registered nurse who has graduated from arpodgtaidy designed to
prepare registered nurses for advanced practice as nurse practitioners.

) (0) "Pharmacist" means an individual with a valid license issued under chapter 151.

{e) (p) "Physician" means an individual who is licensed to pracatieglicine in the areas of family practice,
internal medicine, obstetrics and gynecology, pediatrics, or psychiatry.

) (q) "Physician assistant” means a person licensed under chapter 147A.

(r) "Public health employee" means an individual working iocal, Tribal, or state public health department.

& (s) "Public health nurse" means a registered nurse licensed in Minnesota who has obtained a registration
certificate as a public health nurse from the Board of Nursing in accordance with MinnesgtacRapder 6316.

) (t) "Qualified educational loan" means a government, commercial, or foundation loan for actual costs paid for
tuition, reasonable education expenses, and reasonable living expenses related to the graduate or undergraduate
education of health care professional.

(u) "Underserved patient population" means patients who are state public program enrollees or patients receiving
sliding fee schedule discounts through a formal sliding fee schedule meeting the standards establishedteg the Uni
States Department of Health and Human Services under Code of Federal Regulations, title 42, section 51¢.303.

{s) (v) "Underserved urban community” means a Minnesota urban area or population included in the list of
designated primary medical care healtofessional shortage areas (HPSAs), medically underserved areas (MUAS),
or medically underserved populations (MUPs) maintained and updated by the United States Department of Health
and Human Services.

Sec.13. Minnesota Statutes 2021 Supplement, secti44.1501, subdivision 2, is amended to read:

Subd.2. Creation of account (a) A health professional education loan forgiveness program account is
established The commissioner of health shall use money from the account to establish a loan fegypregeam:

(1) for medical residents, mental health professionals, and alcohol and drug counselors agreeing to practice in
designated rural areas iorunderserved urban communitiegreeing to provide at least 25 percent of the provider's
yearly patieh encounters to patients in an underserved patient populatispecializing in the area of pediatric
psychiatry;
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(2) for midlevelpractitioneraadvanced practice providesgreeing to practice in designated rural areas or to
teach at least 12 credit hsy or 720 hours per year in the nursing field in a postsecondary program at the
undergraduate level or the equivalent at the graduate level;

(3) for nurses who agree to practice in a Minnesota nursing home; an intermediate care facility for persons with
developmental disability; a hospital if the hospital owns and operates a Minnesota nursing home and a minimum of
50 percent of the hours worked by the nurse is in the nursing home; a housing with services establishment as defined
in section 144D.01, subdsion 4; a school district or charter schoal for a home care provider as defined in
section 144A.43, subdivision 4; or agree to teach at least 12 credit hours, or 720 hours per year in the nursing field in
a postsecondary program at the undergradeats br the equivalent at the graduate level;

(4) for other health care technicians agreeing to teach at least 12 credit hours, or 720 hours per year in their
designated field in a postsecondary program at the undergraduate level or the equivalegaduttte level The
commissioner, in consultation with the Healthcare Educdtidnstry Partnership, shall determine the health care
fields where the need is the greatest, including, but not limited to, respiratory therapy, clinical laboratory technology
radiologic technology, and surgical technology;

(5) for pharmacists, advanced dental therapists, dental theragmsfmincture practitionerand public health
nurses who agree to practice in designated rural sagds;

(

6) for dentlsts agreelng to Idfer at Ieast 25 percent of the dentlsts yearly patlent encountetamapelehc
v ! le meeting

RegHJa%reHs—mleJLQ—seeHen—EA—ehaptewﬁatlents in an underserved patlent populatlon

(7) for mental health professionals agreeing to provide up to 768 hours per year of clinical supiertisan
designated field; and

(8) for public health employees serving in a local, Tribal, or state public health department in an area of high
need as determined by the commissioner.

(b) Appropriations made to the account do not cancel and are agailatill expended, except that at the end of
each biennium, any remaining balance in the account that is not committed by contract and not needed to fulfill
existing commitments shall cancel to the fund.

Sec.14. Minnesota Statutes 2021 Supplement, sactid4.1501, subdivision 3, is amended to read:
Subd.3. Eligibility . (a) To be eligible to participate in the loan forgiveness program, an individual must:

(1) be a medical or dental resident; a licensed pharmacist; or be enrolled in a trainingatioedguogram to
become a dentist, dental therapist, advanced dental therapist, mental health professional, alcohol and drug counselor,
pharmacist, public health employeepublic health nursemidlevelpractitioneradvanced practice provider
acupuncture mactitioner, registered nurse, or a licensed practical nur§ée commissioner may also consider
applications submitted by graduates in eligible professions who are licensed and in practice; and

(2) submit an application to the commissioner of health.

(b) Except as provided in paragraph @, applicant selected to participate must sign a contract to agree to serve
a minimum threegyear fulttime service obligation according to subdivision 2, which shall begin no later than March
31 following completionof required training, with the exception of a nurse, who must agree to serve a minimum
two-year fulktime service obligation according to subdivision 2, which shall begin no later than March 31 following
completion of required training.
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(c) An applicant dected to participate who is a public health employee is eligible for loan forgiveness within
three years after completion of required trainida applicant selected to participate who is a nurse and who agrees
to teach according to subdivision 2, paar (a), clause (3), must sign a contract to agree to teach for a minimum

of two years.

Sec.15. Minnesota Statutes 2020, section 144.1501, subdivision 4, is amended to read:

Subd.4. Loan forgiveness (a) The commissioner of health may select applisaach year for participation in
the loan forgiveness program, within the limits of available fundifmg considering applicationBom applicants
who are mental health professionals, the commissioner shall give preference to applicants who wotloin rura
culturally specific organizationsln considering applications from all other applicartee commissioner shall give
preference to applicants who document diverse cultural competeriEieept as provided in paragraph (t)e
commissioner shall diribute available funds for loan forgiveness proportionally among the eligible professions
according to the vacancy rate for each profession in the required geographic area, facility type, teaching area, patient
group, or specialty type specified in suddion 2 The commissioner shall allocate funds for physician loan
forgiveness so that 75 percent of the funds available are used for rural physician loan forgiveness and 25 percent of
the funds available are used for underserved urban commupitigsiGans agreeing to provide at least 25 percent
of the physician's yearly patient encounters to patients in an underserved patient pomdtpediatric psychiatry
loan forgiveness If the commissioner does not receive enough qualified applicants eachoyese the entire
allocation of funds for any eligible profession, the remaining funds may be allocated proportionally among the other
eligible professions according to the vacancy rate for each profession in the required geographic area, patient group,
or facility type specified in subdivision. 2Applicants are responsible for securing their own qualified educational
loans The commissioner shall select participants based on their suitability for practice serving the required
geographic area or fadijitype specified in subdivision 2, as indicated by experience or traifling commissioner
shall give preference to applicants closest to completing their traifixcept as specified in paragraph ¢o),each
year that a participant meets the sesvabligation required under subdivision 3, up to a maximum of four years, the
commissioner shall make annual disbursements directly to the participant equivalent to 15 percent of the average
educational debt for indebted graduates in their professioreigehr closest to the applicant's selection for which
information is available, not to exceed the balance of the participant's qualifying educationaBlefams receiving
loan repayment disbursements and as requested, the participant must compteterant the commissioner a
confirmation of practice form provided by the commissioner verifying that the participant is practicing as required
under subdivisions 2 and Jhe participant must provide the commissioner with verification that the full atnadu
loan repayment disbursement received by the participant has been applied toward the designatafido@ash
disbursement, verification must be received by the commissioner and approved before the next loan repayment
disbursement is madeParticipants who move their practice remain eligible for loan repayment as long as they
practice as required under subdivision 2.

(b) The commissioner shall distribute available funds for loan forgiveness for public health employees according
to areas ohigh need as determined by the commissioner.

(c) For each year that a participant who is a nurse and who has agreed to teach according to subdivision 2 meets
the teaching obligation required in subdivision 3, the commissioner shall make annual disbisrsietty to the
participant equivalent to 15 percent of the average annual educational debt for indebted graduates in the nursing
profession in the year closest to the participant's selection for which information is available, not to exceed the
balanceof the participant's qualifying educational loans.

Sec.16. Minnesota Statutes 2020, section 144.1501, subdivision 5, is amended to read:

Subd.5. Penalty for nonfulfillment. If a participant does not fulfill the required minimum commitment of
service according to subdivision 3, the commissioner of health shall collect from the participant the total amount
paid to the participant under the loan forgiveness program plus intgrastate established according to section
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270C 40 The comm|35|oner shall dep05|t the money coIIectet@enk}eaith—ea#eLaeeess—tww—te—beeeFem{ed—to the
ubdidsiar@unt in the

speC|aI revenue fundThe baIance of the account does not expire and is appropnated to the commissioner of health
for health professional education loan forgiveness awards under this sédti@mommissioner shall allow waivers

of all or pat of the money owed the commissioner as a result of a nonfulfilment penalty if emergency
circumstances prevented fulfillment of the minimum service commitment.

Sec.17. [144.1504] HOSPITAL NURSING LOAN FORGIVENESS PROGRAM.

Subdivision 1 Definition. (a) For purposes of this section, the following definitions apply.

(b) "Nurse" means an individual who is licensed as a reqistered nurse and who is providing direct patient care in
a nonprofit hospital.

(c) "PSLF program" means the federal Public Studeran Forgiveness program established under Code of
Federal Regulations, title 34, section 685.21.

Subd.2. Eligibility . (a) To be eligible to participate in the hospital nursing loan forgiveness program, a nurse
must be:

(1) enrolled in the PSLF proam;

(2) employed full time as a registered nurse by a nonprofit hospital that is an eligible employer under the PSLF
program; and

(3) providing direct care to patients at the nonprofit hospital.

(b) An applicant for loan forgiveness must submit todbemissioner of health:

(1) a completed application on forms provided by the commissioner;

(2) proof that the applicant is enrolled in the PSLF program; and

(3) confirmation that the applicant is employed full time as a reqistered nurse by a nompspfial and is
providing direct patient care.

(c) The applicant selected to participate must sign a contract to agree to continue to provide direct patient care as
a reqistered nurse at a nonprofit hospital for the repayment period of the particiligibtts lean under the PSLF

program.

Subd.3. Loan forgiveness (a) The commissioner of health shall select applicants each year for participation in
the hospital nursing loan forgiveness program, within limits of available fundipplicants areresponsible for
applying for and maintaining eligibility for the PSLF program.

(b) For each year that a participant meets the eligibility requirements described in subdivision 2, the
commissioner shall make an annual disbursement directly to the panticigm amount equal to the minimum loan
payments required to be paid by the participant under the participant's repayment plan under the PSLF program for
the previous loan yeaBefore receiving the annual loan repayment disbursement, the participstntamplete and
return to the commissioner a confirmation of practice form provided by the commissioner, verifying that the
participant continues to meet the eligibility requirements under subdivision 2.
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(c) The participant must provide the commissionethwierification that the full amount of loan repayment
disbursement received by the participant has been applied toward the loan for which forgiveness is sought under the

PSLF program.

Subd.4. Penalty for nonfulfilment. If a participant does not fulfithe required minimum commitment of
service as required under subdivision 2, or the secretary of education determines that the participant does not meet
eligibility requirements for the PSLF program, the commissioner shall collect from the participaotathamount
paid to the participant under the hospital nursing loan forgiveness program plus interest at a rate established
according to section 270C.40he commissioner shall deposit the money collected in the health care access fund to
be creditedd the health professional education loan forgiveness program account established in section 144.1501,
subdivision 2 The commissioner shall allow waivers of all or part of the money owed to the commissioner as a
result of a nonfulfillment penalty if emeggcy circumstances prevent fulfilment of the service commitment or if the
PSLF program is discontinued before the participant's service commitment is fulfilled.

Sec.18. Minnesota Statutes 2020, section 144.1505, is amended to read:

144.1505 HEALTH PROFESSIONALS CLINICAL TRAINING EXPANSION AND RURAL AND
UNDERSERVED CLINICAL ROTATIONS GRANT PROGRAM PROGRAMS.

Subdivision 1 Definitions. For purposes of this section, the following definitions apply:

(1) "eligible advanced practice registered nurse o means a program that is located in Minnesota and is
currently accredited as a master's, doctoral, or postgraduate level advanced practice registered nurse program by the
Commission on Collegiate Nursing Education or by the Accreditation Commissi&udcation in Nursing, or is a
candidate for accreditation;

(2) "eligible dental program" means a dental residency training program that is located in Minnesota and is
currently accredited by the accrediting body or is a candidate for accreditation;

2 (3) "eligible dental therapy program" means a dental therapy education program or advanced dental therapy
education program that is located in Minnesota and is either:

(i) approved by the Board of Dentistry; or

(i) currently accredited by the Commission Dental Accreditation;

£3) (4) "eligible mental health professional program" means a program that is located in Minnesota and is listed
as a mental health professional program by the appropriate accrediting body for clinical social work, psychology,

marriage and family therapy, or licensed professional clinical counseling, or is a candidate for accreditation;

) (5) "eligible pharmacy program" means a program that is located in Minnesota and is currently accredited as
a doctor of pharmacy program the Accreditation Council on Pharmacy Education;

{5) (6) "eligible physician assistant program" means a program that is located in Minnesota and is currently
accredited as a physician assistant program by the Accreditation Review Commission on Edacattien
Physician Assistant, or is a candidate for accreditation;

(7) "eligible physician program" means a physician residency training program that is located in Minnesota and
is currently accredited by the accrediting body or is a candidate for aati@adit
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{6) (8) "mental health professional" means an individual providing clinical services in the treatment of mental
illness who meets one of the qualifications under section 245.462, subdivision 18; and

€A (9) "project” means a project to establish expand clinical training for physician assistants, advanced
practice registered nurses, pharmacistgsicians, dentistglental therapists, advanced dental therapists, or mental
health professionals in Minnesota.

Subd.2. Health professionals clinicaltraining expansion grant program. (a) The commissioner of health
shall award health professional training site grants to eligible physician assistant, advanced practice registered nurse,
pharmacy, dental therapy, and mental health professional progcampkart and implement expanded clinical
training A planning grant shall not exceed $75,000, and a training grant shall not exceed $150,000 for the first year,
$100,000 for the second year, and $50,000 for the third year per program.

(b) Funds may be usédar:

(1) establishing or expanding clinical training for physician assistants, advanced practice registered nurses,
pharmacists, dental therapists, advanced dental therapists, and mental health professionals in Minnesota;

(2) recruitment, training, angtention of students and faculty;

(3) connecting students with appropriate clinical training sites, internships, practicums, or externship activities;

(4) travel and lodging for students;

(5) faculty, student, and preceptor salaries, incentives, er fittancial support;

(6) development and implementation of cultural competency training;

(7) evaluations;

(8) training site improvements, fees, equipment, and supplies required to establish, maintain, or expand a
physician assistant, advanced practiegistered nurse, pharmacy, dental therapy, or mental health professional
training program; and

(9) supporting clinical education in which trainees are part of a primary care team model.

Subd.2a Health professional rural and underserved clinical rotatons grant program. (a) The
commissioner of health shall award health professional training site grants to eligible physician, physician assistant,
advanced practice registered nurse, pharmacy, dentistry, dental therapy, and mental health profegsamaltpro
augment existing clinical training programs by adding rural and underserved rotations or clinical training
experiences, such as credential or certificate rural tracks or other specialized .tr&iamghysician and dentist

training, the expandelaining must include rotations in primary care settings such as community clinics, hospitals,
health maintenance organizations, or practices in rural communities.

(b) Funds may be used for:

(1) establishing or expanding rotations and clinical trainings

(2) recruitment, training, and retention of students and faculty;

(3) connecting students with appropriate clinical training sites, internships, practicums, or externship activities;




11804 JOURNAL OF THEHOUSE [98TH DAY

(4) travel and lodging for students;

(5) faculty, student, angreceptor salaries, incentives, or other financial support;

(6) development and implementation of cultural competency training;

(7) evaluations;

(8) training site improvements, fees, equipment, and supplies required to establish, maintain, or @rpand tra
programs; and

(9) supporting clinical education in which trainees are part of a primary care team model.

Subd.3. Applications. Eligible physician assistant, advanced practice registered nurse, pharmacy, dental
therapy, and mental health professionabhysician, and dentgbrograms seeking a grant shall apply to the
commissioner Applications must include a description of the number of additional students who will be trained
using grant funds; attestation that funding Wil used to support an increase in the number of clinical training slots;

a description of the problem that the proposed project will address; a description of the project, including all costs
associated with the project, sources of funds for the projetaileld uses of all funds for the project, and the results
expected; and a plan to maintain or operate any component included in the project after the grantTperiod
applicant must describe achievable objectives, a timetable, and roles and capabilggzsonsible individuals in

the organization Applicants applying under subdivision 2a must also include information about the length of
training and training site settings, the geographic locations of rural sites, and rural populations expeced/¢a be

Subd.4. Consideration of applications The commissioner shall review each application to determine whether
or not the application is complete and whether the program and the project are eligible for dngessatuating
applications, the comissioner shall score each application based on factors including, but not limited to, the
applicant's clarity and thoroughness in describing the project and the problems to be addressed, the extent to which
the applicant has demonstrated that the apglibas made adequate provisions to ensure proper and efficient
operation of the training program once the grant project is completed, the extent to which the proposed project is
consistent with the goal of increasing access to primary care and mentaldeeaities for rural and underserved
urban communities, the extent to which the proposed project incorporatebdsachprimary care, and project costs
and use of funds.

Subd.5. Program oversight The commissioner shall determine the amount of a gmtte given to an
eligible program based on the relative score of each eligible program's applaradioaral locations if applicable
under subdivision 2bother relevant factors discussed during the review, and the funds available to the
commissioner Appropriations made to the program do not cancel and are available until expdbdedg the
grant period, the commissioner may require and collect from programs receiving grants any information necessary
to evaluate the program.

Sec.19. [144.1507] PRMARY CARE RURAL RESIDENCY TRAINING GRANT PROGRAM.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Eligible program" means a program that meets the following criteria:

(1) is located in Nhnesota;

(2) trains medical residents in the specialties of family medicine, general internal medicine, general pediatrics,
psychiatry, geriatrics, or general surgery; and
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(3) is_accredited by the Accreditation Council for Graduate Medical Educatioresemnts a credible plan to
obtain accreditation.

(c) "Rural residency training program" means a residency program that utilizes local clinics and community
hospitals and that provides an initial year of training in an existing accredited residency grolyteamesota The
subsequent years of the residency program are based in rural communities with specialty rotations in nearby regional
medical centers.

(d) "Eligible project" means a project to establish and maintain a rural residency training program.

Subd.2. Rural residency training program. (a) The commissioner of health shall award rural residency
training program grants to eligible programs to plan and implement rural residency training prodyamnsl
residency training program grant shatitrexceed $250,000 per resident per year for the first year of planning and
development, and $225,000 for each of the following years.

(b) Funds may be spent to cover the costs of:

(1) planning related to establishing an accredited rural residencynggmgram;

(2) obtaining accreditation by the Accreditation Council for Graduate Medical Education or another national
body that accredits rural residency training programs;

(3) establishing new rural residency training programs;

(4) recruitmenttraining, and retention of new residents and faculty;

(5) travel and lodging for new residents;

(6) faculty, new resident, and preceptor salaries related to a new rural residency training program;

(7) training site improvements, fees, equipment, andlg®p required for a new rural residency training
program; and

(8) supporting clinical education in which trainees are part of a primary care team model.

Subd.3. Applications for rural residency training program grants. (a) Eligible programs seekinggrant
shall apply to the commissioneApplications must include:(1) the number of new primary care rural residency
training program slots planned, under development, or under contract; (2) a description of the training program,
including the locatiorof the established residency program and rural training sites; (3) a description of the project,
including all costs associated with the project; (4) all sources of funds for the project; (5) detailed uses of all funds
for the project; (6) the results exgted; and (7) a plan to seek federal funding for graduate medical education for the

site if eligible

(b) The applicant must describe achievable objectives, a timetable, and the roles and capabilities of responsible
individuals in the organization.

Suld. 4. Consideration of grant applications The commissioner shall review each application to determine if
the residency program application is complete, if the proposed rural residency program and residency slots are
eligible for a grant, and if the promm is eligible for federal graduate medical education funding, and when funding
becomes availableThe commissioner shall award grants to support training programs in family medicine, general
internal medicine, general pediatrics, psychiatry, geriatsied,general surgery.
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Subd.5. Program oversight During the grant period, the commissioner may require and collect from grantees
any information necessary to evaluate the prograppropriations made to the program do not cancel and are
available untilexpended.

Sec.20. [144.1508] MENTAL HEALTH PROVIDER SUPERVISION GRANT PROGRAM.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Mental health professional” means an individual withgualification specified in section 2451.04,
subdivision 2.

(c) "Underrepresented community" has the meaning given in section 148E.010, subdivision 20.

Subd.2. Grant program established The commissioner of health shall award grants to licensegrtfied
mental health providers who meet the criteria in subdivision 3 to fund supervision of interns and clinical trainees
who are working toward becoming a licensed mental health professional and to subsidize the costs of mental health
professional liensing applications and examination fees for clinical trainees.

Subd.3. Eligible providers. In order to be eligible for a grant under this section, a mental health provider must:

(1) provide at least 25 percent of the provider's yearly patient emgsuiot state public program enrollees or
patients receiving sliding fee schedule discounts through a formal sliding fee schedule meeting the standards
established by the United States Department of Health and Human Services under Code of Federal Kddldation
42, section 51¢.303; or

(2) primarily serve persons from communities of color or underrepresented communities.

Subd.4. Application; grant award. A mental health provider seeking a grant under this section must apply to
the commissioner at énte and in a manner specified by the commissioridre commissioner shall review each
application to determine if the application is complete, the mental health provider is eligible for a grant, and the
proposed project is an allowable use of grant fuidsee commissioner shall give preference to grant applicants who
work in rural or culturally specific organization he commissioner must determine the grant amount awarded to
applicants that the commissioner determines will receive a grant.

Subd.5. Allowable uses of grant funds A mental health provider must use grant funds received under this
section for one or more of the following:

(1) to pay for direct supervision hours for interns and clinical trainees, in an amount up to $7,500 per intern or
clinical trainee;

(2) to establish a program to provide supervision to multiple interns or clinical trainees; or

(3) to pay mental health professional licensing application and examination fees for clinical trainees.

Subd.6. Program oversight During the grant period, the commissioner may require grant recipients to
provide the commissioner with information necessary to evaluate the program.

Sec.21. [144.1509] MENTAL HEALTH PROFESSIONAL SCHOLARSHIP GRANT PROGRAM.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Mental health professional" means an individual with a qualification specified in section 2451.04,
subdivision 2.
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(c) "Underrepresented community” has the meaning giverdgtion 148E.010, subdivision 20.

Subd.2. Grant program established A mental health professional scholarship program is established to assist
mental health providers in funding employee scholarships for master's level education programs in ceder & cr
pathway to becoming a mental health professional.

Subd.3. Provision of grants The commissioner of health shall award grants to licensed or certified mental
health providers who meet the criteria in subdivision 4 to provide tuition reimbursénemister's level programs
and certain related costs for individuals who have worked for the mental health provider for at least the past two
years in one or more of the following roles:

(1) a mental health behavioral aide who meets a qualificaticgciios 2451.04, subdivision 16;

(2) a mental health certified family peer specialist who meets the gualifications in section 2451.04, subdivision 12;

(3) a mental health certified peer specialist who meets the qualifications in section 2451.04, subtiyisi

(4) a mental health practitioner who meets a qualification in section 2451.04, subdivision 4;

(5) a mental health rehabilitation worker who meets the gualifications in section 2451.04, subdivision 14;

(6) an individual employed in a role in whithe individual provides factw-face client services at a mental
health center or certified community behavioral health center; or

(7) a staff person who provides care or services to residents of a residential treatment facility.

Subd.4. Eligibility . In order to be eligible for a grant under this section, a mental health provider must:

(1) primarily provide at least 25 percent of the provider's yearly patient encounters to state public program
enrollees or patients receiving sliding fee scheduleodists through a formal sliding fee schedule meeting the
standards established by the United States Department of Health and Human Services under Code of Federal
Regqulations, title 42, section 51¢.303; or

(2) primarily serve people from communities of qobw underrepresented communities.

Subd.5. Request for proposals The commissioner must publish a request for proposals in the State Register
specifying provider eligibility requirements, criteria for a qualifying employee scholarship program, provider
selection criteria, documentation required for program participation, the maximum award amount, and methods of
evaluation The commissioner must publish additional requests for proposals each year in which funding is
available for this purpose.

Subd.6. Application requirements. An eligible provider seeking a grant under this section must submit an
application to the commissioneAn application must contain a complete description of the employee scholarship
program being proposed by the applicant]uding the need for the mental health provider to enhance the education
of its workforce, the process the mental health provider will use to determine which employees will be eligible for
scholarships, any other funding sources for scholarships, the aofdunding sought for the scholarship program,

a proposed budget detailing how funds will be spent, and plans to retain eligible employees after completion of the
education program.

Subd.7. Selection process The commissioner shall determine a maximaward amount for grants and shall
select grant recipients based on the information provided in the grant application, including the demonstrated need
for the applicant provider to enhance the education of its workforce, the proposed process to sklgetginy
scholarships, the applicant's proposed budget, and other criteria as determined by the commiJdiener
commissioner shall give preference to grant applicants who work in rural or culturally specific organizations.
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Subd.8. Grant agreements Notwithstanding any law or rule to the contrary, funds awarded to a grant
recipient in a grant agreement do not lapse until the grant agreement expires.

Subd.9. Allowable uses of grant funds A mental health provider receiving a grant under this@echust use
the grant funds for one or more of the following:

(1) to provide employees with tuition reimbursement for a master's level program in a discipline that will allow
the employee to qualify as a mental health professional; or

(2) for resourcesnd supports, such as child care and transportation, that allow an employee to attend a master's
level program specified in clause (1).

Subd.10. Reporting requirements. A mental health provider receiving a grant under this section shall submit
to the @mmissioner an invoice for reimbursement and a report, on a schedule determined by the commissioner and
using a form supplied by the commissiondihe report must include the amount spent on scholarships; the number
of employees who received scholarshigsd, for each scholarship recipient, the recipient's name, current position,
amount awarded, educational institution attended, name of the educational program, and expected or actual program

completion date.

Sec.22. [144.1511] CLINICAL HEALTH CARE TRAI NING.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Accredited clinical training" means the clinical training provided by a medical education program that is
accredited through an orgaation recognized by the Department of Education, the Centers for Medicare and
Medicaid Services, or another national body that reviews the accrediting organizations for multiple disciplines and
whose standards for recognizing accrediting organizationsesiewed and approved by the commissioner of
health.

(c) "Commissioner" means the commissioner of health.

(d) "Clinical medical education program" means the accredited clinical training of physicians, medical students
and residents, doctor of pharmackagtitioners, doctors of chiropractic, dentists, advanced practice registered
nurses, clinical nurse specialists, certified reqgistered nurse anesthetists, nurse practitioners, certified nurse midwives,
physician assistants, dental therapists and advaneathldtherapists, psychologists, clinical social workers,
community paramedics, community health workers, and other medical professions as determined by the
commissioner.

(e) "Eligible entity" means an organization that is located in Minnesota, providéscal medical education
experience, and hosts students, residents or other trainee types as determined by the commissioner and are from an
accredited Minnesota teaching program and institution.

(f) "Teaching institution" means a hospital, medical eentlinic, or other organization that conducts a clinical
medical education program in Minnesota and which is accountable to the accrediting body.

(g) "Trainee" means a student, resident, fellow, or other postgraduate involved in a clinical ewxhaiedion
program from an accredited Minnesota teaching program and institution.

(h) "Eligible trainee FTEs" means the number of trainees, as measured-tijméudtquivalent counts, that are
training in Minnesota at an entity with either currently activedical assistance enrollment status and a National
Provider Identification (NPI) number or documentation that they provide sliding fee serViggsing may occur in
an inpatient or ambulatory patient care setting or alternative setting as determitesddommissioner Training
that occurs in nursing facility settings is not eligible for funding under this section.




98TH DAY] THURSDAY, APRIL 28,2022 11809

Subd.2. Application process (a) An eligible entity hosting clinical trainees from a clinical medical education
program and teachingstitution is eligible for funds under subdivision 3 if the entity:

(1) is funded in part by sliding fee scale services or enrolled in the Minnesota health care program;

(2) faces increased financial pressure as a result of competition with nonteaatient|gare entities; and

(3) emphasizes primary care or specialties that are in undersupply in rural or underserved areas of Minnesota.

(b) An entity hosting a clinical medical education program for advanced practice nursing is eligible for funds
under subdivision 3 if the program meets the eligibility requirements in paragraph (a) and is sponsored by the
University of Minnesota Academic Health Center, the Mayo Foundation, or an institution that is part of the
Minnesota State Colleges and Universitiestasn or a member of the Minnesota Private College Council.

(c) An application must be submitted to the commissioner by an eligible entity or teaching institution and
contain the following information:

(1) the official name and address and the site addykthe clinical medical education program where eligible
trainees are hosted;

(2) the name, title, and business address of those persons responsible for administering the funds; and

(3) for each applicant:(i) the type and specialty orientation ofitrees in the program; (ii) the name, entity
address, and medical assistance provider number and national provider identification number of each training site
used in the program, as appropriate; (iii) the federal tax identification humber of each tsaminghere available;

(iv) the total number of trainees at each training site; (v) the total number of eligible trainee FTEs at each site; and
(vi) other supporting information the commissioner deems necessary.

(d) An applicant that does not provide inftation requested by the commissioner shall not be eligible for funds
for the current funding cycle.

Subd.3. Distribution of funds. (a) The commissioner may distribute funds for clinical training in areas of
Minnesota and for professions listed in siwision 1, paragraph (d) determined by the commissioner as a high need
area and profession shortag&he commissioner shall annually distribute medical education funds to gualifying
applicants under this section based on costs to train, service level aeddprofession or training site shortages
Use of funds is limited to related clinical training costs for eligible programs.

(b) To ensure the quality of clinical training, eligible entities must demonstrate that they hold contracts in good
standingwith eligible educational institutions that specify the terms, expectations, and outcomes of the clinical
training conducted at siteg-unds shall be distributed in an administrative process determined by the commissioner
to be efficient.

Subd.4. Report. (a) Teaching institutions receiving funds under this section must sign and submit a medical
education grant verification report (GVR) to verify that the correct grant amount was forwarded to each eligible
entity. If the teaching institution fails taubmit the GVR by the stated deadline, or to request and meet the deadline
for an extension, the sponsoring institution is required to return the full amount of funds received to the
commissioner within 30 days of receiving notice from the commissiondie commissioner shall distribute
returned funds to the appropriate training sites in accordance with the commissioner's approval letter.

(b) Teaching institutions receiving funds under this section must provide any other information the
commissioner deenappropriate to evaluate the effectiveness of the use of funds for medical education.
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Sec.23. Minnesota Statutes 2020, section 144.383, is amended to read:

144.383 AUTHORITY OF COMMISSIONER ; SAFE DRINKING WATER .

In order toinsureensuresafe drinking vater in all public water supplies, the commissioner hadaleaing
pewerspower to

a)>To (1) approve the site, design, and construction and alteration of all public water supplies and, for
community and nontransient noncommunity water systems asedefin Code of Federal Regulations, title 40,
section 141.2, to approve documentation that demonstrates the technical, managerial, and financial capacity of those
systems to comply with rules adopted under this section;

{b)To (2) enter the premises offaublic water supply, or part thereof, to inspect the facilities and records kept
pursuant to rules promulgated by the commissioner, to conduct sanitary surveys and investigate the standard of
operation and service delivered by public water supplies;

{e)}TFo (3) contract with community health boards as defined in section 145A.02, subdivision 5, for routine
surveys, inspections, and testing of public water supply quality;

{ehTo (4) develop an emergency plan to protect the public when a decline in wali¢y quguantity creates a
serious health risk, and to issue emergency orders if a health risk is imminent;

{e)TFo (5) promulgate rules, pursuant to chapter 14 but no less stringent than federal regulation, which may
include the granting of variances aexemptions and

(6) maintain a database of lead service lines, provide technical assistance to community water systems, and
ensure the lead service inventory data is accessible to the public with relevant educational materials about health
risks relatedo lead and ways to reduce exposure.

Sec.24. Minnesota Statutes 2020, section 144.554, is amended to read:
144.554 HEALTH FACILITIES CONSTRUCTION PLAN SUBMITTAL AND FEES.

For hospitals, nursing homes, boarding care homes, residential hospices ssdpernvig facilities, freestanding
outpatient surgical centers, and estdge renal disease facilities, the commissioner shall collect a fee for the review
and approval of architectural, mechanical, and electrical plans and specifications submitteccdrestrection
begins for each project relative to construction of new buildings, additions to existing buildings, or remodeling or
alterations of existing buildings All fees collected in this section shall be deposited in the state treasury and
creditedto the state government special revenue furgles must be paid at the time of submission of final plans for
review and are not refundabl&@he fee is calculated as follows:

Construction project total estimated cc Fee
$0- $10,000 $30$45

$10,001- $50,000 $150$225

$50,001- $100,000 $300%$450

$100,001- $150,000 $450$675

$150,001- $200,000 $600%$900

$200,001- $250,000 $750%$1,125

$250,001- $300,000 $900%$1,350

$300,001- $350,000 $1.050$1,575

$350,001- $400,000 $1,200$1,800
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$400,001- $450,000 $1,350%$2,025
$450,001- $500,000 $1,500%$2,250
$500,001- $550,000 $1.650%$2,475
$550,001- $600,000 $1,800%$2,700
$600,001- $650,000 $1,950%$2,925
$650,001- $700,000 $2,100$3,150
$700,001- $750,000 $2,250$3,375
$750,001- $800,000 $2400$3,600
$800,001- $850,000 $2,550$3,825
$850,001- $900,000 $2700$4,050
$900,001- $950,000 $2850%$4,275

$950,001- $1,000,000 $3.600$4,500
$1,000,00% $1,050,000 $3150%$4,725
$1,050,00% $1,100,000 $3:300%$4,950
$1,100,00% $1,150,000 $3.450$5,175
$1,150,00% $1,200,000 $3.600$5,400
$1,200,00% $1,250,000 $3,750%$5,625
$1,250,00% $1,300,000 $3,900%$5,850
$1,300,00% $1,350,000 $4.050$6,075
$1,350,001- $1,400,000 $4:200$6,300
$1,400,00% $1,450,000 $4.350$6,525
$1,450,00% $1,500,000 $4500%$6.750
$1,500,001 and ove $4.800%$7,200

Sec.25. [144.7051] DEFINITIONS.

Subdivision 1 Applicability . For the purposes of sectioid4.7051 to 144.7059, the terms defined in this
section have the meanings given.

Subd.2. Commissioner. "Commissioner" means the commissioner of health.

Subd.3. Daily staffing schedule "Daily staffing schedule" means the actual number oftfome equivalent
nonmanagerial care staff assigned to an inpatient care unit and providing care in that unit dwihtyagtiod
and the actual number of patients assigned to each direct care registered nurse present and providing care in the unit.

Subd.4. Direct care registered nurse "Direct care registered nurse" means a reqgistered nurse, as defined in
section 148.171, subdivision 20, who is nonsupervisory and nonmanagerial and who directly provides nursing care
to patients more than 60 percent of tinge.

Subd.5. Hospital. "Hospital" means any setting that is licensed as a hospital under sections 144.50 to 144.56.

EFFECTIVE DATE . This section is effective April 1, 2024.

Sec.26. [144.7053] HOSPITAL NURSE STAFFING COMMITTEES.

Subdivision 1 Hospital nurse staffing committee required Each hospital must establish and maintain a
functioning hospital nurse staffing committed hospital may assign the functions and duties of a hospital nurse
staffing committee to an existing committee, prodidbe existing committee meets the membership requirements
applicable to a hospital nurse staffing committee.
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Subd.2. Committee membership (a) At least 35 percent of the committee's membership must be direct care
registered nurses typically assignedatgpecific unit for an entire shift, and at least 15 percent of the committee's
membership must be other direct care workers typically assigned to a specific unit for an entiliftcare
registered nurses and other direct care workers who ardbens of a collective bargaining unit shall be appointed
or elected to the committee according to the guidelines of the applicable collective bargaining agréd¢hezatis
no collective bargaining agreement, direct care registered nurses shall ted &bethe committee by direct care
registered nurses employed by the hospital, and other direct care workers shall be elected to the committee by other
direct care workers employed by the hospital.

(b) The hospital shall appoint no more than 50 perckttitsocommittee's membership.

Subd.3. Compensation A hospital must treat participation in committee meetings by any hospital employee
as scheduled work time and compensate each committee member at the employee's existing rafe taigpétal
mustrelieve all direct care registered nurse members of the hospital nurse staffing committee of other work duties
during the times at which the committee meets.

Subd.4. Meeting frequency. Each hospital nurse staffing committee must meet at least quarterly

Subd.5. Committee duties (a) Each hospital nurse staffing committee shall create, implement, continuously
evaluate, and update as needed evidbased written core staffing plans to guide the creation of daily staffing
schedules for each inpatierare unit of the hospital.

(b) Each hospital nurse staffing committee must:

(1) establish a secure and anonymous method for any hospital employee or patient to submit directly to the
committee any concerns related to safe staffing;

(2) review each conee related to safe staffing submitted directly to the committee;

(3) review the documentation of compliance maintained by the hospital under section 144.7056, subdivision 5;

(4) conduct a trend analysis of the data related to all reported coneganding safe staffing;

(5) develop a mechanism for tracking and analyzing staffing trends within the hospital;

(6) submit to the commissioner a nurse staffing report; and

(7) record in the committee minutes for each meeting a summary of the dissumsibrecommendations of the
committee Each committee must maintain the minutes, records, and distributed materials for five years.

EFFECTIVE DATE . This section is effective April 1, 2024.

Sec.27. Minnesota Statutes 2020, section 144.7055, is antetodead:

144.705HOSPITAL CORE STAFFING PLAN RERPORTS.

Subdivision 1 Definitions.

{b) (a) "Core staffing plan" meanke
beasstgned—%a—%ew-pened—te%mpaﬂen{_ear&uamlan descrlbed in subd|V|S|on 2
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{e) (b) "Nonmanagerial care staff' means registered nurses, licensed practical nurses, and other health care
workers, which maynclude but is not limited to nursing assistants, nursing aides, patient care technicians, and
patient care assistants, who perform nonmanagerial direct patient care functions for more than 50 percent of their
scheduled hours on a given patient care unit.

{d) (c) "Inpatient care unitbr "unit" means a designated inpatient area for assigning patients and staff for which
a distinet-staffingplardaily staffing schedulexists and that operates 24 hours per day, seven days per week in a
hospital setting Inpatient care unit does not include any hosgitsed clinic, londerm care facility, or outpatient
hospital department.

{e) (d) "staffing hours per patient day" means the number oftifuk equivalent nonmanagerial care staff who
will ordinarily be asgned to provide direct patient care divided by the expected average number of patients upon
which such assignments are based.

Subd.2. Hospital core staffing repert plans. (a) Thechiefnursing-executive-ornursing-desigresspital
nurse staffing committeef everyreporting hospitalin-Minnesota—under-section-144-50-witlust develop a core

staffing plan for eacpatientinpatientcare unit.

(b) Core staffing planshall mustspecifyall of the following:

(1) the projected number diull-time equivalenfer nonmanagerial care stdfiat will be assigned in a Z2dour

period toeachpatientinpatientcare unifer-each-24hourperiod

(2) the maximum number of patients on each inpatient care unit for whom a direct care reqistered nurse can be
assigned and for whom a licensed pratticase or certified nursing assistant can typically safely care;

(3) criteria for determining when circumstances exist on each inpatient care unit such that a direct care nurse
cannot safely care for the typical number of patients and when assigningranloamber of patients to each nurse on
the inpatient unit would be appropriate;

(4) a procedure for each inpatient care unit to make-gh#hift adjustments in staffing levels when such
adjustments are required by patient acuity and nursing inténghe unit;

(5) a contingency plan for each inpatient unit to safely address circumstances in which patient care needs
unexpectedly exceed the staffing resources provided for in a daily staffing schedwentingency plan must
include a method to guity identify for each daily staffing schedule additional direct care reqgistered nurses who are
available to provide direct care on the inpatient care unit; and

(6) strategies to enable direct care registered nurses to take breaks to which they ateiedéitléaw or under
an applicable collective bargaining agreement.

(c) Core staffing plans must ensure that:

(1) the person creating a daily staffing schedule has sufficiently detailed information to create a daily staffing
schedule that meets the remuments of the plan;

(2) daily staffing nurse schedules do not rely on assigning individual nonmanagerial care staff to work overtime
hours in excess of 16 hours in al2dur period or to work consecutive-Bdur periods requiring 16 or more hours;
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(3) adirect care registered nurse is not required or expected to perform functions outside the nurse's professional
license;

(4) light duty direct care registered nurses are given appropriate assignments; and

(5) daily staffing schedules do not interfere vaghplicable collective bargaining agreements.

Subd.2a Development of hospital core staffing plans (a) Prior to submittingcompleting or updatinghe
core staffing planas-required-in-subdivision-3-hospitals-slaatiospital nurse staffing committemistconsult with
representatives of the hospital medical staff, managerial and nonmanagerial care staff, and other relevant hospital
personnel about the core staffing plan and the expected average number of patients upon whietstiffing
plan is ased.

(b) When developing a core staffing plan, a hospital nurse staffing committee must consider all of the following:

(1) the individual needs and expected census of each inpatient care unit;

(2) unitspecific patient acuity, including fall risk andeliaviors requiring intervention, such as physical
aggression toward self or others, or destruction of property;

(3) unitspecific demands on direct care registered nurses' time, inclufiteguency of admissions, discharges,
and transfers; frequency ammplexity of patient evaluations and assessments; frequency and complexity of
nursing care planning; planning for patient discharge; assessing for patient referral; patient education; and
implementing infectious disease protocols;

(4) the architecturand geography of the inpatient care unit, including the placement of patient rooms, treatment
areas, nursing stations, medication preparation areas, and equipment;

(5) mechanisms and procedures to provide fortoimme patient observation for patientspmychiatric or other units;

(6) the stress under which direct care nurses are placed when required to work extreme amounts of overtime,
such as shifts in excess of 12 hours or multiple consecutive double shifts;

(7) the need for specialized equipmend &&chnology on the unit;

(8) other special characteristics of the unit or community patient population, including age, cultural and
linquistic diversity and needs, functional ability, communication skills, and other relevant social and socioeconomic
factors;

(9) the skill mix of personnel other than direct care registered nurses providing or supporting direct patient care
on the unit;

(10) mechanisms and procedures for identifying additional registered nurses who are available for direct patient
care wken patients' unexpected needs exceed the planned workload for direct care staff; and

(11) demands on direct care registered nurses' time not directly related to providing direct care on a unit, such as
involvement in quality improvement activitiegrofessional development, service to the hospital, including serving
on the hospital nurse staffing committee, and service to the profession.

Subd.3. Standard electronic reporting developedof core staffing plans (a)HespitalsEach hospitamust
submt the core staffing planapproved by the hospital's nurse staffing commiteeghe Minnesota Hospital

AssociationbyJandary-1,-2014The Minnesota Hospital Association shall include esgortinghospital's core
staffing ptan planson the Minnesota Hpital Association's Minnesota Hospital Quality Report welisitépril-1;
2034 by June 1, 2024 Hospitals shall submit to the Minnesota Hospital Associatiog substantiathanges
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updatedo the a core staffing plarshall-be-updatedithin 30 daysof the approval of the updates by the hospital's
nurse staffing committee or of amendment through arbitraflde Minnesota Hospital Association shall update the
Minnesota Hospital Quality Report website with the updated core staffing plans within 30 da¢eipf of the

updated plan

Subd.4. Standard electronic reporting of direct patient care report {b) The Minnesota Hospital
Association shall include on its website for each reporting hospital on a quarterly basis the actual direct patient care
hours per patient and per unitHospitals must submit the direct patient care report to the Minnesota Hospital

Associationby-July-1,-2014 -anduarterlythereafter

Subd.5. Mandatory submission of core staffing plan to commissioner Each hospital must subitthe core
staffing plans and any updates to the commissioner on the same schedule described in subd®mierstaffing
plans held by the commissioner are public.

EFFECTIVE DATE . This section is effective April 1, 2024.

Sec.28. [144.7056] IMPLEMENTATION OF HOSPITAL CORE STAFFING PLANS.

Subdivision 1 Plan implementation required. A hospital must implement the core staffing plans approved by
a majority vote of the hospital nurse staffing committee.

Subd.2. Public posting of core staffing phns A hospital must post the core staffing plan for the inpatient
care unit in a public area on the unit.

Subd.3. Public posting of compliance with plan For each publicly posted core staffing plan, a hospital must
post a notice stating whether therient staffing on the unit complies with the hospital's core staffing plan for that
unit. The public notice of compliance must include a list of the number of nonmanagerial care staff working on the
unit during the current shift and the number of pasierssigned to each direct care registered nurse working on the
unit during the current shiftThe list must enumerate the nonmanagerial care staff by health care workef ligpe
public notice of compliance must be posted immediately adjacent to thelpploisted core staffing plan.

Subd.4. Public distribution of core staffing plan and notice of compliance (a) A hospital must include with
the posted materials described in subdivisions 2 and 3, a statement that individual copies of the posikdamateri
available upon request to any patient on the unit or to any visitor of a patient on thelmistatement must
include specific instructions for obtaining copies of the posted materials.

(b) A hospital must, within four hours after the requestvide individual copies of all the posted materials
described in subdivisions 2 and 3 to any patient on the unit or to any visitor of a patient on the unit who requests the
materials.

Subd.5. Documentation of compliance Each hospital must documesampliance with its core staffing plans
and maintain records demonstrating compliance for each inpatient care unit for five ¥#eats hospital must
provide its hospital nurse staffing committee with access to all documentation required under thisisabdiv

Subd.6. Dispute resolution (a) If hospital management objects to a core staffing plan approved by a majority
vote of the hospital nurse staffing committee, the hospital may elect to attempt to amend the core staffing plan
through arbitration.

(b) During an ongoing dispute resolution process, a hospital must continue to implement the core staffing plan as
written and approved by the hospital nurse staffing committee.

(c) If the dispute resolution process results in an amendment to the cdiegspddén, the hospital must
implement the amended core staffing plan.

EFFECTIVE DATE . This section is effective June 1, 2024.
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Sec.29. [144.7059] RETALIATION PROHIBITED.

Neither a hospital or nor a healtblated licensing board may retaliate agaorstliscipline a hospital employee
regulated by the heakltelated licensing board, either formally or informally, for:

(1) challenging the process by which a hospital nurse staffing committee is formed or conducts its business;

(2) challenging a core gtmg plan approved by a hospital nurse staffing committee;

(3) objecting to or submitting a grievance related to a patient assignment that leads to a direct care registered
nurse violating medical restrictions recommended by the nurse's medical provider;

(4) submitting a report of unsafe staffing conditions.

EFFECTIVE DATE . This section is effective April 1, 2024.

Sec.30. [144.8611] DRUG OVERDOSE AND SUBSTANCE ABUSE PREVENTION.

Subdivision 1 Strategies The commissioner of health shallipport collaboration and coordination between
state and community partners to develop, refine, and expand comprehensive funding to address the drug overdose
epidemic by implementing three strategi€4) regional multidisciplinary overdose preventionneato implement
overdose prevention in local communities and local public health organizations; (2) enhance supportive services for
the homeless who are at risk of overdose by providing emergency andeshoiiousing subsidies through the
Homeless Overdse Prevention Hub; and (3) enhance employer resources to promote health abpeingedf
employees through the recovery friendly workplace initiativE€hese strategies address the underlying social
conditions that impact health status

Subd.2. Regimal teams The commissioner of health shall establish commdimdtyed prevention grants and
contracts for the eight regional multidisciplinary overdose prevention tedimsse teams shall be geographically
aligned with the eight emergency medical sewiegions described in section 144E.5he regional teams shall
implement prevention programs, policies, and practices that are specific to the challenges and responsive to the data

of the region.

Subd.3. Homeless Overdose Prevention HubThecommissioner of health shall establish a commubitged
grant to enhance supportive services for the homeless who are at risk of overdose by providing emergency and
shortterm housing subsidies through the Homeless Overdose PreventionfTHalHomeless @rdose Prevention
Hub serves primarily urban American Indians in Minneapolis and Saint Paul and is managed by the Native
American Community Clinic.

Subd.4. Workplace health. The commissioner of health shall establish a grants and contracts program to
strengthen the recovery friendly workplace initiativEhis initiative helps create work environments that promote
employee health, safety, and we#ing by: (1) preventing abuse and misuse of drugs in the first place; (2)
providing training to employer and (3) reducing stigma and supporting recovery for people seeking services and
who are in recovery.

Subd.5. Eligible grantees (a) Organizations eligible to receive grant funding under subdivision 4 include
notfor-profit agencies or organizationsith existing organizational structure, capacity, trainers, facilities, and
infrastructure designed to deliver model workplace policies and practices; that have training and education for
employees, supervisors, and executive leadership of companiegdsasinand industry; and that have the ability to
evaluate the three goals of the workplace initiative specified in subdivision 4.




98TH DAY] THURSDAY, APRIL 28,2022 11817

(b) At least one organization may be selected for a grant under subdivision 4 with statewide reach and influence
Up to five smaller organizations may be selected to reach specific geographic or population groups.

Subd.6. Evaluation. The commissioner of health shall design, conduct, and evaluate each of the components
of the drug overdose and substance abuse preventiomaprogsing measures such as mortality, morbidity,
homelessness, workforce wellness, employee retention, and program reach.

Subd.7. Report. Grantees must report grant program outcomes to the commissioner on the forms and
according to the timelines estadhled by the commissioner.

Sec.31. Minnesota Statutes 2020, section 144.9501, subdivision 9, is amended to read:

Subd.9. Elevated blood lead level "Elevated blood lead level" means a diagnostic blood lead test with a result
that is equal to or gréar thanten 3.5 micrograms of lead per deciliter of whole blood in any person, unless the
commissioner finds that a lower concentration is necessary to protect public health.

Sec.32. [144.9981] CLIMATE RESILIENCY.

Subdivision 1 Climate resiliency program. The commissioner of health shall implement a climate resiliency
program to:

(1) increase awareness of climate change;

(2) track the public health impacts of climate change and extreme weather events;

(3) provide technical assistance and tdbist support climate resiliency to local public health organizations,
Tribal health organizations, soil and water conservation districts, and other local governmental and nongovernmental
organizations; and

(4) coordinate with the commissioners of the Badin Control Agency, natural resources, agriculture, and other
state agencies in climate resiliency related planning and implementation.

Subd.2. Grants authorized; allocation. (a) The commissioner of health shall manage a grant program for the
purposeof climate resiliency planning The commissioner shall award grants through a request for proposals
process to local public health organizations, Tribal health organizations, soil and water conservation districts, or
other local organizations for planmirfor the health impacts of extreme weather events and developing adaptation
actions Priority shall be given to small rural water systems and organizations incorporating the needs of private
water supplies into their planningPriority shall also be gen to organizations that serve communities that are
disproportionately impacted by climate change.

(b) Grantees must use the funds to develop a plan or implement strategies that will reduce the risk of health
impacts from extreme weather evenihe gram application must include:

(1) a description of the plan or project for which the grant funds will be used;

(2) a description of the pathway between the plan or project and its impacts on health;

(3) a description of the objectives, a work plan, atichaline for implementation; and

(4) the community or group the grant proposes to focus on.
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Sec.33. [145.361] LONG COVID; SUPPORTING SURVIVORS AND MONITORING IMPACT.

Subdivision 1 Definition. For the purpose of this section, "long COVID" means heatbblems that people
experience four or more weeks after being infected with SEBR®%-2, the virus that causes COWI®. Long
COVID is also called post COVID, loAgaul COVID, chronic COVID, posacute COVID, or posacute sequelae
of COVID-19 (PASCQ).

Subd.2. Statewide monitoring. The commissioner of health shall establish a program to conduct community
needs assessments, perform epidemiologic studies, and establish a pepakdibisurveillance system to address
long COVID. The purposes of thesssessments, studies, and surveillance system are to:

(1) monitor trends in incidence, prevalence, mortality, care management, health outcomes, quality of life, and
needs of individuals with long COVID and to detect potential public health problemsctprislls, and assist in
investigating long COVID health disparities;

(2) more accurately target intervention resources for communities and patients and their families;

(3) inform health professionals and citizens about risks, early detection, and treafioemng COVID known to
be elevated in their communities; and

(4) promote high quality studies to provide better information for long COVID prevention and control and to
address public concerns and guestions about long COVID.

Subd.3. Partnerships. The commissioner of health shall, in consultation with health care professionals, the
Department of Human Services, local public health organizations, health insurers, employers, schools, long COVID
survivors, and community organizations serving peopléigh risk of long COVID, routinely identify priority
actions and activities to address the need for communication, services, resources, tools, strategies, and policies to
support long COVID survivors and their families.

Subd.4. Grants and contracts The commissioner of health shall coordinate and collaborate with community
and organizational partners to implement evidenéermed priority actions, including through communiigsed
grants and contracts.

Subd.5. Grant recipient and contractor eligibility. The commissioner of health shall award contracts and
competitive grants to organizations that serve communities disproportionately impacted by -C®¥H long
COVID including but not limited to rural and leimcome areas, Black and African Amerisaifrican immigrants,
American Indians, Asian AmericaPacific Islanders, Latino, LGBTQ+, and persons with disabilities
Organizations may also address intersectionality within such groups.

Subd.6. Grants and contracts authorized The commissioner dfealth shall award grants and contracts to
eligible organizations to plan, construct, and disseminate resources and information to support survivors of long
COVID, their caregivers, health care providers, ancillary health care workers, workplaces, , Sumohsinities,
local and Tribal public health, and other entities deemed necessary.

Sec.34. Minnesota Statutes 2020, section 145.56, is amended by adding a subdivision to read:

Subd.6. 988; National Suicide Prevention Lifeline number The National 8icide Prevention Lifeline is
expanded to improve the quality of care and access to behavioral health crisis services and to further health equity
and save lives.
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Sec.35. Minnesota Statutes 2020, section 145.56, is amended by adding a subdivision to read

Subd.7. Definitions. (a) For the purposes of this section, the following terms have the meanings given.

(b) "Commissioner" means the commissioner of health.

(c) "Department” means the Department of Health.

(d) "National Suicide Prevention Lifeliheneans a national network of certified local crisis centers maintained
by the federal Substance Abuse and Mental Health Services Administration that provides free and confidential
emotional support to people in suicidal crisis or emotional distress 24 halay, seven days a week.

(e) "988 administrator" means the administrator of the 988 National Suicide Prevention Lifeline.

(f) "988 Hotline" or "Lifeline Center" means a statkentified center that is a member of the National Suicide
PreventiorLifeline network that responds to statewide or regional 988 contacts.

(g) "Veterans Crisis Line" means the Veterans Crisis Line maintained by the Secretary of Veterans Affairs under
United States Code, title 38, section 170F(h).

Sec.36. Minnesota Statties 2020, section 145.56, is amended by adding a subdivision to read:

Subd.8. 988 National Suicide Prevention Lifeline (a) The commissioner of health shall administer the
designated lifeline_and oversee a Lifeline Center or a network of Liféli@eters to answer contacts from
individuals accessing the National Suicide Prevention Lifeline 24 hours per day, seven days per week.

(b) The designated Lifeline Center(s) shall:

(1) have an active agreement with the administrator of the 988 Nationeid&Wrevention Lifeline for
participation within the network;

(2) meet the 988 administrator requirements and best practice guidelines for operational and clinical standards;

(3) provide data, report, and participate in evaluations and related quaitgviement activities as required by
the 988 administrator and the department;

(4) use technology that is interoperable across crisis and emergency response systems used in the state, such as
911 systems, emergency medical services, and the Nationalé&SBigvention Lifeline;

(5) deploy crisis and outgoing services, including mobile crisis teams in accordance with guidelines established
by the 988 administrator and the department;

(6) actively collaborate with local mobile crisis teams to coordinateaties for persons contacting the 988
Hotline for ongoing care needs;

(7) offer follow-up services to individuals accessing the Lifeline Center that are consistent with guidance
established by the 988 administrator and the department; and

(8) meet the |uirements set by the 988 administrator and the department for serving high risk and specialized
populations.

(c) The department shall collaborate with the National Suicide Prevention Lifeline and Veterans Crisis Line
networksforthe purpose of ensuring consistency of public messaging about 988 services.
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Sec.37. [145.871] UNIVERSAL, VOLUNTARY HOME VISITING PROGRAM.

Subdivision 1 Grant program. (a) The commissioner of health shall award grants to eligible individuals and
entities to establish voluntary home visiting services to families expecting or caring for an infant, including families
adopting an infant The following individuals and entities are eligible for a grant under this sectommunity
health boards; nonpréfiorganizations; Tribal Nations; and health care providers, including doulas, community
health workers, perinatal health educators, early childhood family education home visiting providers, nurses,
community health technicians, and local public healthesurs

(b) The grant money awarded under this section must be used to establish home visiting services that:

(1) provide a range of one to six visits that occur prenatally or within the first four months of the expected birth
or adoption of an infant; and

(2) improve outcomes in two or more of the following areas:

(i) maternal and newborn health;

(ii) school readiness and achievement;

(iii) family economic seHsufficiency;

(iv) coordination and referral for other community resources and supports;

(v) reduction in child injuries, abuse, or neglect; or

(vi) reduction in crime or domestic violence.

(c) The commissioner shall ensure that the voluntary home visiting services established under this section are
available to all families residing in theag by June 30, 2028n awarding grants prior to the home visiting services
being available statewide, the commissioner shall prioritize applicants servingdkigh highneed populations of
pregnant women and families with infants, including popaiegi with insufficient access to prenatal care, high
incidence of mental illness or substance use disorder, low socioeconomic status, and other factors as determined by
the commissioner.

Subd.2. Home visiting services (a) The home visiting services pided under this section must, at a
minimum:

(1) offer information on infant care, child growth and development, positive parenting, preventing diseases,
preventing exposure to environmental hazards, and support services in the community;

(2) provideinformation on and referrals to health care services, including information on and assistance in
applying for health care coverage for which the child or family may be eligible, and provide information on the
availability of group prenatal care, preventatiservices, developmental assessments, and public assistance
programs as appropriate;

(3) include an assessment of the physical, social, and emotional factors affecting the family and provide
information and referrals to address each family's identifestls;
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(4) connect families to additional resources available in the community, including early care and education
programs, health or mental health services, family literacy programs, employment agencies, and social services, as
needed;

(5) utilize approriate racial, ethnic, and cultural approaches to providing home visiting services; and

(6) be voluntary and free of charge to families.

(b) Home visiting services under this section may be provided through telephone or video communication when
the commssioner determines the methods are necessary to protect the health and safety of individuals receiving the
visits and the home visiting workforce.

Subd.3. Administrative costs. The commissioner may use up to seven percent of the annual appropriation
under this section to provide training and technical assistance, to administer the program, and to conduct ongoing
evaluations of the progranirhe commissioner may contract for training, capabitilding support for grantees or
potential grantees, techniassistance, and evaluation support.

Sec.38. Minnesota Statutes 2020, section 145.924, is amended to read:
145.924 AIDS PREVENTION GRANTS.

(a) The commissioner may award grants to community health boards as defined in section 145A.02, subdivision
5, state agencies, state councils, or nonprofit corporations to provide evaluation and counseling services to
populations at risk for acquiring human immunodeficiency virus infection, including, but not limited to, minorities,
adolescents, intravenous drugrss and homosexual men.

(b) The commissioner may award grants to agencies experienced in providing services to communities of color,
for the design of innovative outreach and education programs for targeted groups within the community who may be
at risk of acquiring the human immunodeficiency virus infection, including intravenous drug users and their
partners, adolescents, gay and bisexual individuals and wo@emts shall be awarded on a request for proposal
basis and shall include funds for admirasive costs Priority for grants shall be given to agencies or organizations
that have experience in providing service to the particular community which the grantee proposes to serve; that have
policy makers representative of the targeted population; thee experience in dealing with issues relating to
HIV/AIDS; and that have the capacity to deal effectively with persons of differing sexual orientdmmgurposes
of this paragraph, the "communities of color" atbe AmericaAindian community; te Hispanic community; the
African-American community; and the Asid®acific community.

(c) All state grants awarded under this section for programs targeted to adolescents shall include the promotion
of abstinence from sexual activity and drug use.

(d) The commissioner may manage a program and award grants to agencies experienced in syringe services
programs for expanding access to harm reduction services and improving linkages to care to prevent HIV/AIDS,
hepatitis, and other infectious diseases fos¢hexperiencing homelessness or housing instability.

Sec.39. [145.9271] COMMUNITY SOLUTIONS FOR HEALTHY CHILD DEVELOPMENT GRANT
PROGRAM.

Subdivision 1 Establishment The commissioner of health shall establish the community solutions for a
healthy cliild development grant progranT he purposes of the program are to:

(1) improve child development outcomes related to the-ashg of children of color and American Indian
children from prenatal to grade 3 and their families, including but not limiethé goals outlined by the
Department of Human Service's early childhood systems reform effort that inckaity learning; health and
well-being; economic security; and safe, stable, nurturing relationships and environments, by funding
communitybasedsolutions for challenges that are identified by the affected communities;
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(2) reduce racial disparities in children's health and development from prenatal to grade 3; and

(3) promote racial and geographic equity.

Subd.2. Commissioner's duties Thecommissioner of health shall:

(1) develop a request for proposals for the healthy child development grant program in consultation with the
community solutions advisory council established in subdivision 3;

(2) provide outreach, technical assistance, progiram development support to increase capacity for new and
existing service providers in order to better meet statewide needs, particularly in greater Minnesota and areas where
services to reduce health disparities have not been established;

(3) reviewresponses to requests for proposals, in consultation with the community solutions advisory council,
and award grants under this section;

(4) ensure communication with the ethnic councils, Minnesota Indian Affairs Council, and the Children's
Cabinet on theequest for proposal process;

(5) establish a transparent and objective accountability process, in consultation with the community solutions
advisory council, focused on outcomes that grantees agree to achieve;

(6) provide grantees with access to data alssist grantees in establishing and implementing effective
communityled solutions;

(7) maintain data on outcomes reported by grantees; and

(8) contract with an independent thipdrty entity to evaluate the success of the grant program and tathmuild
evidence base for effective community solutions in reducing health disparities of children of color and American
Indian children from prenatal to grade 3.

Subd.3. Community solutions advisory council; establishment; duties; compensation (a) The
commissioner of health shall establish a community solutions advisory couryl October 1, 2022, the
commissioner shall convene afi2mber community solutions advisory council. Members of the advisory council are:

(1) two members representing the AfiicHeritage community;

(2) two members representing the Latino community;

(3) two members representing the AsRacific Islander community;

(4) two members representing the American Indian community;

(5) two parents who are Black, indigenous, or natevbeople of color with children under nine years of age;

(6) one member with research or academic expertise in racial equity and healthy child development; and

(7) one_ member representing an organization that advocates on behalf of communities of émi@rican
Indians.
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(b) At least three of the 12 members of the advisory council must come from outside themeugn
metropolitan area.

(c) The community solutions advisory council shall:

(1) advise the commissioner on the development of the retpregroposals for community solutions healthy
child development grantdn advising the commissioner, the council must consider how to build on the capacity of
communities to promote child and family wéking and address social determinants of heahiigl development;

(2) review responses to requests for proposals and advise the commissioner on the selection of grantees and
grant awards;

(3) advise the commissioner on the establishment of a transparent and objective accountability process focused
on outcomes the grantees agree to achieve;

(4) advise the commissioner on ongoing oversight and necessary support in the implementation of the program; and

(5) support the commissioner on other racial equity and early childhood grant efforts.

(d) Eachadvisory council member shall be compensated as provided in section 15.059, subdivision 3.

Subd.4. Eligible grantees Organizations eligible to receive grant funding under this section include:

(1) organizations or entities that work with Blagkdigenous, and neBlack people of color communities;

(2) Tribal nations and Tribal organizations as defined in section 658P of the Child Care and Development Block
Grant Act of 1990; and

(3) organizations or entities focused on supporting healthy dhildlopment.

Subd.5. Strategic consideration and priority of proposals; eligible populations; grant awards (a) The
commissioner, in consultation with the community solutions advisory council, shall develop a request for proposals
for healthy child deelopment grantsIn developing the proposals and awarding the grants, the commissioner shall
consider building on the capacity of communities to promote child and familybeigl and address social
determinants of healthy child developmerroposalsmust focus on increasing racial equity and healthy child
development and reducing health disparities experienced by children of Black, nonwhite people of color, and
American Indian communities from prenatal to grade 3 and their families.

(b) In awardingtte grants, the commissioner shall provide strategic consideration and give priority to proposals from:

(1) organizations or entities led by Black and other nonwhite people of color and serving Black and nonwhite
communities of color;

(2) organizations oentities led by American Indians and serving American Indians, including Tribal nations and
Tribal organizations;

(3) organizations or entities with proposals focused on healthy development from prenatal to age three;

(4) organizations or entities wiffroposals focusing on multigenerational solutions;
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(5) organizations or _entities located in or with proposals to serve communities located in counties that are
moderate to high risk according to the Wilder Research Risk and Reach Report; and

(6) communitybased organizations that have historically served communities of color and American Indians and
have not traditionally had access to state grant funding.

(c) The advisory council may recommend additional strategic considerations and primtitieEdmmissioner.

(d) The first round of grants must be awarded no later than April 15, 2023.

Subd.6. Geographic distribution of grants. To the extent possible, the commissioner and the advisory
council shall ensure that grant funds are prioritiaed awarded to organizations and entities that are within counties
that have a higher proportion of Black, nonwhite people of color, and American Indians than the state average.

Subd.7. Report. Grantees must report grant program outcomes to the comnésson the forms and
according to the timelines established by the commissioner.

Sec.40. [145.9272] LEAD TESTING AND REMEDIATION GRANT PROGRAM; SCHOOLS, CHILD
CARE CENTERS, FAMILY CHILD CARE PROVIDERS.

Subdivision 1 Establishment; purpose The conmissioner of health shall establish a grant program to test
drinking water at licensed child care centers and licensed family child care providers for the presence of lead and to
remediate identified sources of lead in drinking water at schools, licehiiddcare centers, and licensed family
child care providers.

Subd.2. Grant awards. (a) The commissioner shall award grants through a request for proposals process to
schools, licensed child care centers, and licensed family child care providexsommissioner shall award grants
in the following order of priority:

(1) statewide testing of drinking water in licensed child care centers and licensed family child care providers for
the presence of lead and remediating identified sources of lead énstitisngs; and

(2) remediating identified sources of lead in drinking water in schools.

(b) The commissioner shall prioritize grant awards for the purposes specified in paragraph (a), clause (1) or (2),
to settings with higher levels of lead detectedvater samples, with evidence of lead service lines or lead plumbing
materials, or that serve or are in school districts that serve disadvantaged communities.

Subd.3. Uses of grant funds Licensed child care centers and licensed family child care ggms/imust use
grant funds under this section to test their drinking water for lead; remediate sources of lead contamination within
the building, including lead service lines and premises plumbing; and implement best practices for water
management within #hbuilding Schools must use grant funds under this section to remediate sources of lead
contamination within the building and implement best practices for water management within the building.

Sec4l [145.9274] REPORTS; SCHOOL TEST RESULTS AND REMEDATION EFFORTS FOR
LEAD IN DRINKING WATER.

(a) School districts and charter schools must report to the commissioner of health in a form and manner
determined by the commissioner:

(1) test results regarding the presence of lead in drinking water isctimol district's or charter school's
buildings; and
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(2) information on remediation efforts to address lead in drinking water, if a test reveals lead in drinking water in
an amount above 15 parts per billion.

(b) The commissioner must post on the depantmeebsite and annually update the test results and information
on _remediation efforts reported under paragraph (Ble commissioner must post test results and remediation
efforts by school site.

Sec.42. [145.9275] SKINLIGHTENING PRODUCTS PUBLIC AWAR ENESS AND EDUCATION
GRANT PROGRAM.

Subdivision 1 Grant program. The commissioner of health shall award grants through a request for proposal
process to communitjased organizations that serve ethnic communities and focus on public health outreach to
Black and people of color communities on the issues of colorismyigkiiening products, and chemical exposures
from these products Priority in awarding grants shall be given to organizations that have historically provided
services to ethnic communisi®n the skidightening and chemical exposure issue for the past four years.

Subd.2. Uses of grant funds Grant recipients must use grant funds awarded under this section to conduct
public awareness and education activities that are culturally spanidi communitjpased and that focus on:

(1) increasing public awareness and providing education on the health dangers associated with using
skinlightening creams and products that contain mercury and hydroquinone and are manufactured in other
countries,brought into this country, and sold illegally online or in stores; the dangers of exposure to mercury
through dermal absorption, inhalation, hanemouth contact, and contact with individuals who have used these
skin-lightening products; the health effscof mercury poisoning, including the permanent effects on the central
nervous system and kidneys; and the dangers to mothers and infants of using these products or being exposed to
these products during pregnancy and while breastfeeding;

(2) identifyingproducts that contain mercury and hydroquinone by testingligkitening products;

(3) developing a train the trainer curriculum to increase community knowledge and influence behavior changes
by training community leaders, cultural brokers, communitithewvorkers, and educators;

(4) continuing to build the sedsteem and overall wellness of young people who are usindigkianing
products or are at risk of starting the practice of skin lightening; and

(5) building the capacity of communityasedorganizations to continue to combat skithtening practices and
chemical exposure.

Sec.43. [145.9282] COMMUNITY HEALTH WORKERS; REDUCING HEALTH DISPARITIES WITH
COMMUNITY -LED CARE.

Subdivision 1 Establishment The commissioner of health shalpport collaboration and coordination
between state and community partners to develop, refine, and expand the community health workers profession
across the state equipping them to address health needs and to improve health outcomes by addressihg the soci
conditions that impact health statu€ommunity health professionals' work expands beyond health care to bring
health and racial equity into public safety, social services, youth and family services, schools, neighborhood
associations, and more.

Subd.2. Grants authorized; eligibility. The commissioner of health shall establish a commtbased grant
to expand and strengthen the community health workers workforce across the Bigtegrantee must be a
not-for-profit community organization serving:onvening, and supporting community health workers (CHW)
statewide.
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Subd.3. Evaluation. The commissioner of health shall design, conduct, and evaluate the CHW initiative using
measures of workforce capacity, employment opportunity, reach of serammseturn on investment, as well as
descriptive measures of the extant CHW models as they compare with the national community health workers
landscape These more proximal measures are collected and analyzed as foundational tdelonggrange in
socil determinants of health and rates of death and injury by suicide, overdose, firearms, alcohol, and chronic
disease.

Subd.4. Report. Grantees must report grant program outcomes to the commissioner on the forms and
according to the timelines establishey the commissioner.

Sec.44. [145.9283] REDUCING HEALTH DISPARITIES AMONG PEOPLE WITH DISABILITIES;
GRANTS.

Subdivision 1 Goal and establishment The commissioner of health shall support collaboration and
coordination between state and communitytipers to address equity barriers to health care and preventative
services for chronic diseases among people with disahilifié® commissioner of health, in consultation with the
Olmstead Implementation Office, Department of Human Services, Board iag,Amalth care professionals, local
public health organizations, and other community organizations that serve people with disabilities, shall routinely
identify priorities and action steps to address identified gaps in services, resources, and tools.

Subd.2. Assessment and tracking The commissioner of health shall conduct community needs assessments
and establish a health surveillance and tracking plan in collaboration with community and organizational partners to
identify and address health dispest

Subd.3. Grants authorized. The commissioner of health shall establish commupétsed grants to support
establishing inclusive eviderntsed chronic disease prevention and management services to address identified
gaps and disparities.

Subd.4. Technical assistance The commissioner of health shall provide and evaluate training and
capacitybuilding technical assistance on accessible preventive health care for public health and health care
providers of chronic disease prevention and managgpnegtams and services.

Subd.5. Report. Grantees must report grant program outcomes to the commissioner on the forms and
according to the timelines established by the commissioner.

Sec.45. [145.9292] PUBLIC HEALTH AMERICORPS.

The commissioner mayward a grant to a statewide, nonprofit organization to support Public Health
AmeriCorps membersThe organization awarded the grant shall provide the commissioner with any information
needed by the commissioner to evaluate the program in the form dwedtimé¢lines specified by the commissioner.

Sec.46. [145.987] HEALTHY BEGINNINGS, HEALTHY FAMILIES ACT.

Subdivision 1 Purposes The purposes of the Healthy Beginnings, Healthy Families Act arjaddress the
significant disparities in early ddhood outcomes and increase the number of children who are school ready
through establishing the Minnesota collaborative to prevent infant mortality; (2) sustain the Help Me Connect online
navigator; (3) improve universal access to developmental andl-eoeotional screening and folleup; and (4)
sustain and expand the model jail practices for children of incarcerated parents in Minnesota jails.
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Subd.2. Minnesota collaborative to prevent infant mortality. (a) The Minnesota collaborative to prevent
infant mortality is establishedl'he goals of the Minnesota collaborative to prevent infant mortality program are to:

(1) build a statewide multisectoral partnership including the state government, local public health organizations,
Tribes, the private s&ar, and community nonprofit organizations with the shared goal of decreasing infant mortality
rates among populations with significant disparities, including among Black, American Indian, and other nonwhite
communities, and rural populations;

(2) addresghe leading causes of poor infant health outcomes such as premature birth, infan¢latedp
deaths, and congenital anomalies through strategies to change social and environmental determinants of health; and

(3) promote the development, availabilipnd use of datmformed, communitydriven strategies to improve
infant health outcomes.

(b) The commissioner of health shall establish a statewide partnership program to engage communities,
exchange best practices, share summary data on infant hedlgh;csmote policies to improve birth outcomes and
eliminate preventable infant mortality

Subd.3. Grants authorized. (a) The commissioner of health shall award grants to eligible applicants to
convene, coordinate, and implement edti@en strategieand culturally relevant activities to improve infant health
by reducing preterm births, sleeglated infant deaths, and congenital malformations and by addressing social and
environmental determinants of healtlGrants shall be awarded to support comrymionprofit organizations,
Tribal governments, and community health boardarants shall be awarded to all federally recognized Tribal
governments whose proposals demonstrate the ability to implement programs designed to achieve the purposes in
subdivision 2 and other requirements of this sectidkn eligible applicant must submit an application to the
commissioner of health on a form designated by the commissioner and by the deadline established by the
commissioner The commissioner shall awhigrants to eligible applicants in metropolitan and rural areas of the
state and may consider geographic representation in grant awards.

(b) Grantee activities shall:

(1) address the leading cause or causes of infant mortality;

(2) be based on communityput;

(3) be focused on policy, systems, and environmental changes that support infant health; and

(4) address the health disparities and inequities that are experienced in the grantee's community.

(c) The commissioner shall review each applicatiordébermine whether the application is complete and
whether the applicant and the project are eligible for a grianévaluating applications under this subdivision, the
commissioner shall establish criteria including but not limited(id:the eligibilty of the project; (2) the applicant's
thoroughness and clarity in describing the infant health issues grant funds are intended to address; (3) a description
of the applicant's proposed project; (4) a description of the population demographics and servicd the
proposed project; and (5) evidence of efficiencies and effectiveness gained through collaborative efforts.

(d) Grant recipients shall report their activities to the commissioner in a format and at a time specified by the
commissioner.

Subd.4. Technical assistance (a) The commissioner shall provide content expertise, technical expertise,
training to grant recipients, and advice on eldrigen strateqgies.
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(b) For the purposes of carrying out the grant program under subdivision 3, inclodimgiministrative
purposes, the commissioner shall award contracts to appropriate entities to assist in training and to provide technical
assistance to grantees.

(c) Contracts awarded under paragraph (b) may be used to provide technical assistasicénand the areas of:

(1) partnership development and capacity building;

(2) Tribal support;

(3) implementation support for specific infant health strategies;

(4) communications, convening, and sharing lessons learned; and

(5) health equity.

Subd 5. Help Me Connect The Help Me Connect online navigator is establish@the goal of Help Me
Connect is to connect pregnant and parenting families with young children from birth to eight years of age with
services in_their local communities that sugiptiealthy child development and family wbking The
commissioner of health shall work collaboratively with the commissioners of human services and education to
implement this subdivision.

Subd.6. Duties of Help Me Connect (a) Help Me Connect sHafacilitate collaboration across sectors
covering child health, early learning and education, child welfare, and family supports by:

(1) providing early childhood provider outreach to support early detection, intervention, and knowledge about
local resouces; and

(2) linking children and families to appropriate commuigsed services.

(b) Help Me Connect shall provide community outreach that includes support for and participation in the help
me connect system, including disseminating information angpding and maintaining a current resource directory
that includes but is not limited to primary and specialty medical care providers, early childhood education and child
care programs, developmental disabilities assessment and intervention programisheaditi services, family and
social support programs, child advocacy and legal services, public health and human services and resources, and
other appropriate early childhood information.

(c) Help Me Connect shall maintain a centralized access poinpdognts and professionals to obtain
information, resources, and other support services.

(d) Help Me Connect shall provide a centralized mechanism that facilitates prtio@vider referrals to
community resources and monitors referrals to ensurdaimlies are connected to services

(e) Help Me Connect shall collect program evaluation data to increase the understanding of all aspects of the
current and ongoing system under this section, including identification of gaps in service, bafifemdoand
receiving appropriate service, and lack of resources.

Subd.7. Universal and voluntary developmental and sociaémotional screening and followup. (a) The
commissioner shall establish a universal and voluntary developmentaoaiadiemotional screening to identify
young children at risk for developmental and behavioral concdrabow-up services shall be provided to connect
families and young children to appropriate commubifged resources and prograniie commissionerfdhealth
shall work with the commissioners of human services and education to implement this subdivision and promote
interagency coordination with other early childhood programs including those that provide screening and
assessment.
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(b) The commissioner shi:

(1) increase the awareness of universal and voluntary developmental andeswmtiahal screening and
follow-up in coordination with community and state partners;

(2) expand existing electronic screening systems to administer developmental ahdreotibnal screening of
children from birth to kindergarten entrance;

(3) provide universal and voluntary periodic screening for developmental andewociibnal delays based on
current recommended best practices;

(4) review and share the resultstioé screening with the child's parent or guardian;

(5) support families in their role as caregivers by providing typical growth and development information,
anticipatory guidance, and linkages to early childhood resources and programs;

(6) ensure that é¢ldren and families are linked to appropriate commubiiged services and resources when any
developmental or soci@motional concerns are identified through screening; and

(7) establish performance measures and collect, analyze, and share prograegataliag populatiotevel
outcomes of developmental and so@aiotional screening, and make referrals to commtbdged services and
follow-up activities.

Subd.8. Grants authorized. The commissioner shall award grants to community health board3 rivad
nations to support followp services for children with developmental or soeembtional concerns identified
through screening in _order to link children and their families to appropriate comnaasiey services and
resources The commissioner sharovide technical assistance, content expertise, and training to grant recipients to
ensure that followp services are effectively provided.

Subd.9. Model jails practices for incarcerated parents (a) The commissioner of health may make special
grants to counties, groups of counties, or nonprofit organizations to implement model jails practices to benefit the
children of incarcerated parents.

(b) "Model jail practices" means a set of practices that correctional administrators can implement ® remov
barriers that may prevent a child from cultivating or maintaining relationships with the child's incarcerated parent or
parents during and immediately after incarceration without compromising the safety or security of the correctional
facility.

Subd.10. Grants authorized. (a) The commissioner of health shall award grants to eligible county jails to
implement model jail practices and separate grants to county governments, Tribal governments, or nonprofit
organizations in_corresponding geographic_ar®eaduild partnerships with county jails to support children of
incarcerated parents and their caregivers.

(b) Grantee activities may include but are not limited to:

(1) parenting classes or groups;

(2) family-centered intake and assessment of inrpedgrams;

(3) family notification, information, and communication strategies;

(4) correctional staff training;
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(5) policies and practices for family visits; and

(6) family-focused reentry planning.

(c) Grant recipients shall report their activitiissthe commissioner in a format and at a time specified by the
commissioner.

Subd.11. Technical assistance and oversight(a) The commissioner shall provide content expertise, training
to grant recipients, and advice on evidebesed strategies, inding evidencebased training to support
incarcerated parents.

(b) For the purposes of carrying out the grant program under subdivision 10, including for administrative
purposes, the commissioner shall award contracts to appropriate entities to assisinip &nd provide technical
assistance to grantees.

(c) Contracts awarded under paragraph (b) may be used to provide technical assistance and training in the areas of:

(1) evidenceébased training for incarcerated parents;

(2) partnership building ancbmmunity engagement;

(3) evaluation of process and outcomes of model jail practices; and

(4) expert guidance on reducing the harm caused to children of incarcerated parents and application of model jail
practices.

Sec.47. [145.988] MINNESOTA SCHOOL HEALTH INITIATIVE.

Subdivision 1 Purpose (a) The purpose of the Minnesota School Health Initiative is to implement
evidencebased practices to strengthen and expand health promotion and health care delivery activities in schools to
improve the holisti health of studentsTo better serve students, the Minnesota School Health Initiative shall unify
the best practices of the schdm@sed health center and Whole School, Whole Community, Whole Child models.

(b) The commissioner of health and the commissi of education shall coordinate the projects and initiatives
funded under this section with other efforts at the local, state, or national level to avoid duplication and promote
complementary efforts.

Subd.2. Definitions. (a) For purposes of thisa®n, the following terms have the meanings given.

(b) "Schootbased health center" or "comprehensive schasked health center" means a safety net health care
delivery model that is located in or near a school facility and that offers comprehendive dage, including
preventive and behavioral health services, by licensed and qualified health professionals in accordance with federal,
state, and local lawWhen not located on school property, the sclii@sed health center must have an established
relationship with one or more schools in the community and operate primarily to serve those student groups.

(c) "Sponsoring organization" means any of the following that operate a dwdmed health center:

(1) health care providers;

(2) community clinis;

(3) hospitals;
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(4) federally qualified health centers and leslkkes as defined in section 145.9269;

(5) health care foundations or nonprofit organizations;

(6) higher education institutions; or

(7) local health departments.

Subd.3. Expansion of Minnesota schoolbased health centers (a) The commissioner of health shall
administer a program to provide grants to school districts, sdfameld health centers, and sponsoring organizations
to support existing schotlased health centers and factktéhe growth of schoddased health centers in Minnesota.

(b) Grant funds distributed under this subdivision shall be used to support new or existingossieoohealth
centers that:

(1) operate in partnership with a school or district and withpgrenission of the school or district board;

(2) provide health services through a sponsoring organization; and

(3) provide health services to all students and youth within a school or district regardless of ability to pay,
insurance coverage, or immigiai status, and in accordance with federal, state, and local law.

(c) Grant recipients shall report their activities and annual performance measures as defined by the commissioner
in a format and time specified by the commissioner.

Subd.4. Schoolbasedhealth center services Services provided by a schemhsed health center may include
but are not limited to:

(1) preventative health care;

(2) chronic medical condition management, including diabetes and asthma care;

(3) mental health care and crismnagement;

(4) acute care for illness and injury;

(5) oral health care;

(6) vision care;

(7) nutritional counseling;

(8) substance abuse counseling;

(9) referral to a specialist, medical home, or hospital for care;

(10) additional services thatldress social determinants of health; and

(11) emerging services such as mobile health and telehealth.
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Subd.5. Sponsoring organization A sponsoring organization that agrees to operate a sblageld health
center must enter into a memorandum of ames® with the school or districtThe memorandum of agreement
must require the sponsoring organization to be financially responsible for the operation ofbssieabhealth
centers in the school or district and must identify the costs that are thesibiiigprof the school or district, such as
Internet access, custodial services, utilities, and facility maintenaiméhe greatest extent possible, a sponsoring
organization must bill private insurers, medical assistance, and other public prograsesviogs provided in the
schootbased health center in order to maintain the financial sustainability of the s&ssal health center.

Subd.6. Oral health in school settings (a) The commissioner of health shall administer a program to provide
compeitive grants to schools, oral health providers, and other community groups to build capacity and infrastructure
to establish, expand, link, or strengthen oral health services in school settings.

(b) Grant funds distributed under this subdivision mustds&luo support new or existing oral health services in
schools that:

(1) provide oral health risk assessment, screening, education, and anticipatory guidance;

(2) provide oral health services, including fluoride varnish and dental sealants;

(3) make redrrals for restorative and other follewp dental care as needed; and

(4) provide free access to fluoridated drinking water to give students a healthy alternative tewaaianed
beverages.

(c) Grant recipients must collect, monitor, and submit & dbmmissioner of health baseline and annual data
and provide information to improve the quality and impact of oral health strategies.

Subd.7. Whole School, Whole Community, Whole Child grants (a) The commissioner of health shall
administer a prograno provide competitive grants to local public health organizations, schools, and community
organizations using the eviderbased Whole School, Whole Community, Whole Child (WSCC) model to increase
alignment, integration, and collaboration between pubéalth and education sectors to improve each child's
cognitive, physical, oral, social, and emotional development.

(b) Grant funds distributed under this subdivision must be used to support new or existing programs that
implement elements of the WSCC modeschools that:

(1) align health and learning strategies to improve health outcomes and academic achievement;

(2) improve the physical, nutritional, psychological, social, and emotional environments of schools;

(3) create collaborative approache&tmage schools, parents and guardians, and communities; and

(4) promote and establish lifelong healthy behaviors.

(c) Grant recipients shall report grant activities and progress to the commissioner in a time and format specified
by the commissioner.

Suld. 8. Technical assistance and oversight(a) The commissioner shall provide content expertise, technical
expertise, and training to grant recipients under subdivisions 6 and 7.
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(b) For the purposes of carrying out the grant program under this sentibiing for administrative purposes,
the commissioner shall award contracts to appropriate entities to assist in training and provide technical assistance to

grantees.

(c) Contracts awarded under paragraph (b) may be used to provide technical assisténageing in the areas of:

(1) needs assessment;

(2) community engagement and capacity building;

(3) community asset building and risk behavior reduction;

(4) dental provider training in calibration;

(5) dental services related equipment, instrusesupplies;

(6) communications;

(7) community, school, health care, work site, and otherspigeific strategies;

(8) health equity;

(9) data collection and analysis; and

(10) evaluation.

Sec.48. Minnesota Statutes 2020, section 145A.13Mdivision 1, is amended to read:

Subdivision 1 Funding formula for community health boards. (a) Base funding for each community health
board eligible for a local public health grant under section 145A.03, subdivision 7, shall be determined by each
community health board's fiscal year 2003 allocations, prior to unallotment, for the following grant programs:
community health services subsidy; state and federal maternal and child health special projects grants; family home
visiting grants; TANF MN ENABLgrants; TANF youth risk behavior grants; and available women, infants, and
children grant funds in fiscal year 2003, prior to unallotment, distributed based on the proportion of WIC
participants served in fiscal year 2003 within the CHS service area.

(b) Base funding for a community health board eligible for a local public health grant under section 145A.03,
subdivision 7, as determined in paragraph (a), shall be adjusted by the percentage difference between the base, as
calculated in paragraph (a), ae funding available for the local public health grant.

(c) Multicounty or multicity community health boards shall receive a local partnership base of up to $5,000 per
year for each county or city in the case of a multicity community health board inahutfedcommunity health board.

(d) The State Community HealBervicesAdvisory Committee may recommend a formula to the commissioner
to use in distributing funds to community health boards.

(e) Notwithstanding any adjustment in paragraph (b), communagith boards, all or a portion of which are
located outside of the counties of Anoka, Chisago, Carver, Dakota, Hennepin, Isanti, Ramsey, Scott, Sherburne,
Washington, and Wright, are eligible to receive an increase equal to ten percent of the grattt th@acdmmunity
health board under paragraph (a) starting July 1, 20he increase in calendar year 2015 shall be prorated for the
last six months of the yealFor calendar years beginning on or after January 1, 2016, the amount distributed under
this paragraph shall be adjusted each year based on available funding and the number of eligible community health
boards.
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(f) Funding for foundational public health responsibilities shall be distributed based on a formula determined by
the commissioner _in ceultation with the State Community Health Services Advisory Commit@emmunity
health boards must use these funds as specified in subdivision 5.

Sec.49. Minnesota Statutes 2020, section 145A.131, subdivision 5, is amended to read:

Subd.5. Use of finds. (a) Community health boards may ube base funding dheir local public health grant
fundsdistributed according to subdivision 1, paragraphs (a) tdaq&)dress the areas of public health responsibility
and local priorities developed throughe community health assessment and community health improvement
planning process.

(b) A community health board must use funding for foundational public health responsibilities that is distributed
according to subdivision 1, paragraph (f), to fulfill falaional public health responsibilities as defined by the
commissioner in consultation with the State Community Health Services Advisory Committee.

(c) Notwithstanding paragraph (b), if a community health board can demonstrate that foundationdiealtblic
responsibilities are fulfilled, the community health board may use funding for foundational public health
responsibilities for local priorities developed through the community health assessment and community health
improvement planning process.

(d) Notwithstanding paragraphs (a) to (c), by July 1, 2026, community health boards must use all local public
health funds first to fulfill foundational public health responsibilitie®©nce a community health board can
demonstrate foundational public heaidisponsibilities are fulfilled, funds may be used for local priorities developed
through the community health assessment and community health improvement planning process.

Sec.50. Minnesota Statutes 2020, section 145A.14, is amended by adding a sobdwisad:

Subd.2b. Tribal governments; foundational public health responsibilities The commissioner shall
distribute grants to Tribal governments for foundational public health responsibilities as defined by each Tribal

government.

Sec.51. Minnesota Statutes 2020, section 149A.01, subdivision 2, is amended to read:

Subd.2. Scope In Minnesota no person shall, without being licensedeqgisterecby the commissioner of
health:

(1) take charge of or remove from the place of death a dead Hwodsin

(2) prepare a dead human body for final disposition, in any manner; or

(3) arrange, direct, or supervise a funeral, memorial service, or graveside service.
Sec.52. Minnesota Statutes 2020, section 149A.01, subdivision 3, is amended to read:

Suld. 3. Exceptions to licensure (a) Except as otherwise provided in this chapter, nothing in this chapter shall
in any way interfere with the duties of:

(1) an anatomical bequest program located within an accredited school of medicine or an acoielifedf
mortuary science;
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(2) a person engaged in the performance of duties prescribed by law relating to the conditions under which
unclaimed dead human bodies are held subject to anatomical study;

(3) authorized personnel from a licensed ambul@eceice in the performance of their duties;
(4) licensed medical personnel in the performance of their duties; or
(5) the coroner or medical examiner in the performance of the duties of their offices.

(b) This chapter does not apply to or interfere wlith recognized customs or rites of any culture or recognized
religion in the ceremonial washing, dressing, casketing, and public transportation of their dead, to the extent that all
other provisions of this chapter are complied with.

(c) Noncompensatedepsons with the right to control the dead human body, under section 149A.80, subdivision
2, may remove a body from the place of death; transport the body; prepare the body for disposition, except
embalming; or arrange for final disposition of the bodyypted that all actions are in compliance with this chapter.

(d) Persons serving internships pursuant to section 149A.20, subdivisiest@dents officially registered for a
practicum or clinical through a program of mortuary science accredited bynileeican Board of Funeral Service
Education or transfer care specialists registered pursuant to section 14@#e4iot required to be licensed,
provided that the persons or students are registered with the commissioner and act under the direct aed exclusi
supervision of a person holding a current license to practice mortuary science in Minnesota.

(e) Notwithstanding this subdivision, nothing in this section shall be construed to prohibit an institution or entity
from establishing, implementing, or enéarg a policy that permits only persons licensed by the commissioner to
remove or cause to be removed a dead body or body part from the institution or entity.

() An unlicensed person may arrange for and direct or supervise a memorial service if thatquetisat
person's employer does not have charge of the dead human Aodwylicensed person may not take charge of the
dead human body, unless that person has the right to control the dead human body under section 149A.80,
subdivision 2, or is that pgon's noncompensated designee.

Sec.53. Minnesota Statutes 2020, section 149A.02, is amended by adding a subdivision to read:

Subd.12c Dead human body or body "Dead human body" or "body" includes an identifiable human body
part that is detached fima human body.

Sec.54. Minnesota Statutes 2020, section 149A.02, subdivision 13a, is amended to read:

Subd.13a Direct supervision. "Direct supervision" means overseeing the performance of an individhaal
the purpose of a clinical, practicum internship,or registrationdirect supervision means that the supervisor is
available to observe and correct, as needed, the performance of thedraigistrant The mortician supervisor is
accountable for the actions of the clinical student,tfmam studenter intern,_or registranthroughout the course of
the training The supervising mortician is accountable for any violations of law or rule, in the performance of their
duties, by the clinical student, practicum studentntern,_or registant

Sec.55. Minnesota Statutes 2020, section 149A.02, is amended by adding a subdivision to read:

Subd.37d Registrant. "Registrant” means any person who is registered as a transfer care specialist under
section 149A.47.
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Sec.56. MinnesotaStatutes 2020, section 149A.02, is amended by adding a subdivision to read:

Subd.37e Transfer care specialist "Transfer care specialist” means an individual who is reqgistered with the
commissioner in accordance with section 149A.47 and is authddzeeiform the removal of a dead human body
from the place of death under the direct supervision of a licensed mortician.

Sec.57. Minnesota Statutes 2020, section 149A.03, is amended to read:
149A.03 DUTIES OF COMMISSIONER.

The commissioner shall:

(1) enforce all laws and adopt and enforce rules relating to the:

(i) removal, preparation, transportation, arrangements for disposition, and final disposition of dead human
bodies;

(i) licensure registration,and professional conduct of funeral direstomorticians, internstransfer care
specialistspracticum students, and clinical students;

(iii) licensing and operation of a funeral establishment;

(iv) licensing and operation of an alkaline hydrolysis facility; and

(v) licensing and operation ofaematory;

(2) provide copies of the requirements for licensuegistrationand permits to all applicants;

(3) administer examinations and issue licensegistrationsand permits to qualified persons and other legal
entities;

(4) maintain aecord of the name and location of all current licensesgstrantsand interns;
(5) perform periodic compliance reviews and premise inspections of licensees;

(6) accept and investigate complaints relating to conduct governed by this chapter;

(7) mantain a record of all current preneed arrangement trust accounts;

(8) maintain a schedule of application, examination, pemitistration,and licensure fees, initial and renewal,
sufficient to cover all necessary operating expenses;

(9) educate the flic about the existence and content of the laws and rules for mortuary science licensing and
the removal, preparation, transportation, arrangements for disposition, and final disposition of dead human bodies to
enable consumers to file complaints agadlicsinsees and others who may have violated those laws or rules;

(10) evaluate the laws, rules, and procedures regulating the practice of mortuary science in order to refine the
standards for licensing and to improve the regulatory and enforcement meseadgdsnd
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(11) initiate proceedings to address and remedy deficiencies and inconsistencies in the laws, rules, or procedures
governing the practice of mortuary science and the removal, preparation, transportation, arrangements for
disposition, and final dposition of dead human bodies.

Sec.58. Minnesota Statutes 2020, section 149A.09, is amended to read:

149A.09 DENIAL; REFUSAL TO REISSUE; REVOCATION; SUSPENSION; LIMITATION OF
LICENSE, REGISTRATION, OR PERMIT.

Subdivision 1 Denial; refusal to renew; revocation; and suspension The regulatory agency may deny,
refuse to renew, revoke, or suspend any licereggstrationor permit applied for or issued pursuant to this chapter
when the person subject to regulation under this chapter:

(1) does nommeet or fails to maintain the minimum qualification for holding a licemegistration,or permit
under this chapter;

(2) submits false or misleading material information to the regulatory agency in connection with g license
registrationor permit issed by the regulatory agency or the application for a licenesgstrationpr permit;

(3) violates any law, rule, order, stipulation agreement, settlement, compliance agreement régeission,
or permit that regulates the removal, preparati@ngportation, arrangements for disposition, or final disposition of
dead human bodies in Minnesota or any other state in the United States;

(4) is convicted of a crime, including a finding or verdict of guilt, an admission of guilt, or a no contest plea i
any court in Minnesota or any other jurisdiction in the United Stat€onviction,” as used in this subdivision,
includes a conviction for an offense which, if committed in this state, would be deemed a felony or gross
misdemeanor without regard to designation elsewhere, or a criminal proceeding where a finding or verdict of
guilty is made or returned, but the adjudication of guilt is either withheld or not entered;

(5) is convicted of a crime, including a finding or verdict of guilt, an admissiauilt, or a no contest plea in
any court in Minnesota or any other jurisdiction in the United States that the regulatory agency determines is
reasonably related to the removal, preparation, transportation, arrangements for disposition or finabdiggositi
dead human bodies, or the practice of mortuary science;

(6) is adjudicated as mentally incompetent, mentally ill, developmentally disabled, or mentally ill and dangerous
to the public;

(7) has a conservator or guardian appointed;

(8) fails to compy with an order issued by the regulatory agency or fails to pay an administrative penalty
imposed by the regulatory agency;

(9) owes uncontested delinquent taxes in the amount of $500 or more to the Minnesota Department of Revenue,
or any other governmégl agency authorized to collect taxes anywhere in the United States;

(10) is in arrears on any court ordered family or child support obligations; or
(11) engages in any conduct that, in the determination of the regulatory agency, is unprofessi@satiaegr

in section 149A.70, subdivision 7, or renders the person unfit to practice mortuary science or to operate a funeral
establishment or crematory.
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Subd.2. Hearings related to refusal to renew, suspension, or revocation of licepgegistration, or permit.
If the regulatory agency proposes to deny renewal, suspend, or revoke a liegisdationor permit issued under
this chapter, the regulatory agency must first notify, in writing, the person against whom the action is proposed to be
taken andprovide an opportunity to request a hearing under the contested case provisions of sections 14.57 to 14.62
If the subject of the proposed action does not request a hearing by notifying the regulatory agency, by mail, within
20 calendar days after thecedpt of the notice of proposed action, the regulatory agency may proceed with the
action without a hearing and the action will be the final order of the regulatory agency.

Subd.3. Review of final order. A judicial review of the final order issued blyet regulatory agency may be
requested in the manner prescribed in sections 14.63 to. 1Bafifire to request a hearing pursuant to subdivision 2
shall constitute a waiver of the right to further agency or judicial review of the final order.

Subd.4. Limitations or qualifications placed on license registration, or permit. The regulatory agency
may, where the facts support such action, place reasonable limitations or qualifications on the right to practice
mortuary sciencex, to operate a funerastablishment or crematqrgr to conduct activities or actions permitted

under this chapter

Subd.5. Restoring license registration, or permit. The regulatory agency may, where there is sufficient
reason, restore a licensegistration,or permit ttat has been revoked, reduce a period of suspension, or remove
limitations or qualifications.

Sec.59. Minnesota Statutes 2020, section 149A.11, is amended to read:

149A.11 PUBLICATION OF DISCIPLINARY ACTIONS.

The regulatory agencies shall report aldiplinary measures or actions taken to the commissioAedeast
annually, the commissioner shall publish and make available to the public a description of all disciplinary measures
or actions taken by the regulatory agencig&fe publication shall ifade, for each disciplinary measure or action
taken, the name and business address of the licareggstrant,or interr; the nature of the miscondscand the
measure or action taken by the regulatory agency.

Sec.60. [149A.47] TRANSFER CARE SPECIALIST.

Subdivision 1 General. A transfer care specialist may remove a dead human body from the place of death
under the direct supervision of a licensed mortician if the transfer care specialist is registered with the commissioner
in accordance with thisection A transfer care specialist is not licensed to engage in the practice of mortuary
science and shall not engage in the practice of mortuary science except as provided in this section.

Subd.2. Regqistration. To be eligible for registration as mhsfer care specialist, an applicant must submit to
the commissioner:

(1) a complete application on a form provided by the commissioner that includes at a minimum:

(i) the applicant's name, home address and telephone number, business name, and dusgs#Esssand
telephone number; and

(i) the name, license number, business name, and business address and telephone number of the supervising
licensed mortician;

(2) proof of completion of a training program that meets the requirements specified insabdiyand

(3) the appropriate fees specified in section 149A.65.
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Subd.3. Duties. A transfer care specialist registered under this section is authorized to perform the removal of
a dead human body from the place of death in accordance with thigrctmptlicensed funeral establishmemhe
transfer care specialist must work under the direct supervision of a licensed morfic&Bupervising mortician is
responsible for the work performed by the transfer care specidisicensed mortician masupervise up to six
transfer care specialists at any one time.

Subd.4. Training program. (a) Each transfer care specialist must complete a training program that has been
approved by the commissionefo be approved, a training program must béeast seven hours long and must
cover, at a minimum, the following:

(1) ethical care and transportation procedures for a deceased person;

(2) health and safety concerns to the public and the individual performing the transfer of the deceased person; and

(3) all relevant state and federal laws and reqgulations related to the transfer and transportation of deceased
persons.

(b) A transfer care specialist must complete a training program every five years.

Subd.5. Registration renewal (a) A reqistrationssued under this section expires one year after the date of
issuance and must be renewed to remain valid.

(b) To renew a reqistration, the transfer care specialist must submit a completed renewal application as provided
by the commissioner and the appriate fees specified in section 149A.6%very five years, the renewal
application must include proof of completion of a training program that meets the requirements in subdivision 4.

Sec.61. Minnesota Statutes 2020, section 149A.60, is amendeddo rea
149A.60 PROHIBITED CONDUCT.

The regulatory agency may impose disciplinary measures or take disciplinary action against a person whose
conduct is subject to regulation under this chapter for failure to comply with any provision of this chapter or laws,
rules, orders, stipulation agreements, settlements, compliance agreements, licisations,and permits
adopted, or issued for the regulation of the removal, preparation, transportation, arrangements for disposition or final
disposition of dead hman bodies, or for the regulation of the practice of mortuary science.

Sec.62. Minnesota Statutes 2020, section 149A.61, subdivision 4, is amended to read:

Subd.4. Licenseegregistrants, and interns. A licenseg registrantpr intern regulatedinder this chapter may
report to the commissioner any conduct that the licenssgstrant,or intern has personal knowledge of, and
reasonably believes constitutes grounds for, disciplinary action under this chapter.

Sec.63. Minnesota Statutes 202G dion 149A.61, subdivision 5, is amended to read:

Subd.5. Courts. The court administrator of district court or any court of competent jurisdiction shall report to
the commissioner any judgment or other determination of the court that adjudges desnaldinding that a
licensee registrant,or intern is a person who is mentally ill, mentally incompetent, guilty of a felony or gross
misdemeanor, guilty of violations of federal or state narcotics laws or controlled substances acts; appoints a guardian
or conservator for the licensgegistrantpr intern; or commits a licensgeeqistrantpr intern.
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Sec.64. Minnesota Statutes 2020, section 149A.62, is amended to read:

149A.62 IMMUNITY; REPORTING.

Any person, private agency, organization, society, association, licgegédtant,or intern who, in good faith,
submits information to a regulatory agency under section 149A.61 or otherwise reports violations or alleged
violations of this chapter, isvimune from civil liability or criminal prosecutionThis section does not prohibit
disciplinary action taken by the commissioner against any licensgigtrantor intern pursuant to a self report of a
violation.

Sec.65. Minnesota Statutes 2020, sect149A.63, is amended to read:

149A.63 PROFESSIONAL COOPERATION.

A licensee, clinical student, practicum studeegistrantjntern, or applicant for licensure under this chapter that
is the subject of or part of an inspection or investigation byctimemissioner or the commissioner's designee shall
cooperate fully with the inspection or investigatidrailure to cooperate constitutes grounds for disciplinary action
under this chapter.

Sec.66. Minnesota Statutes 2020, section 149A.65, subdivisjos @mended to read:

Subd.2. Mortuary science fees Fees for mortuary science are:

(1) $75 for the initial and renewal registration of a mortuary science intern;

(2) $125 for the mortuary science examination;

(3) $200 for issuance of initial andn@wal mortuary science licenses;

(4) $100 late fee charge for a license reneasad}

(5) $250 for issuing a mortuary science license by endorseamaht

(6) $687 for the initial and renewal registration of a transfer care specialist

Sec.67. Minnesota Statutes 2020, section 149A.70, subdivision 3, is amended to read:

Subd.3. Advertising. No licenseeregistrant,clinical student, practicum student, or intern shall publish or
disseminate false, misleading, or deceptive advertisikajse,misleading, or deceptive advertising includes, but is
not limited to:

(1) identifying, by using the names or pictures of, persons who are not licensed to practice mortuary science in a
way that leads the public to believe that those persons will provideiany science services;

(2) using any name other than the names under which the funeral establishment, alkaline hydrolysis facility, or
crematory is known to or licensed by the commissioner;

(3) using a surname not directly, actively, or presently@atsd with a licensed funeral establishment, alkaline
hydrolysis facility, or crematory, unless the surname had been previously and continuously used by the licensed
funeral establishment, alkaline hydrolysis facility, or crematory; and
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(4) using a foundig or establishing date or total years of service not directly or continuously related to a name
under which the funeral establishment, alkaline hydrolysis facility, or crematory is currently or was previously
licensed.

Any advertising or other printed reaial that contains the names or pictures of persons affiliated with a funeral
establishment, alkaline hydrolysis facility, or crematory shall state the position held by the persons and shall identify
each person who is licensed or unlicensed under hiister.

Sec.68. Minnesota Statutes 2020, section 149A.70, subdivision 4, is amended to read:
Subd.4. Solicitation of business No licensee shall directly or indirectly pay or cause to be paid any sum of
money or other valuable consideration for seeuring of business or for obtaining the authority to dispose of any

dead human body.

For purposes of this subdivision, licensee includes a registered orteransfer care specialist any agent,
representative, employee, or person acting on beh#iedicensee.

Sec.69. Minnesota Statutes 2020, section 149A.70, subdivision 5, is amended to read:

Subd.5. Reimbursement prohibited. No licensee, clinical student, practicum studemtintern_or transfer
care specialistshall offer, solicit, oraccept a commission, fee, bonus, rebate, or other reimbursement in
consideration for recommending or causing a dead human body to be disposed of by a specific body donation
program, funeral establishment, alkaline hydrolysis facility, crematory, mausabe wemnetery.

Sec.70. Minnesota Statutes 2020, section 149A.70, subdivision 7, is amended to read:

Subd.7. Unprofessional conduct No licensegregistrantor intern shall engage in or permit others under the
licensee'sregistrant'spr intern'ssupervision or employment to engage in unprofessional candimgprofessional
conduct includes, but is not limited to:

(1) harassing, abusing, or intimidating a customer, employee, or any other person encountered while within the
scope of practice, emplment, or business;

(2) using profane, indecent, or obscene language within the immediate hearing of the family or relatives of the
deceased,

(3) failure to treat with dignity and respect the body of the deceased, any member of the family or reléteves of
deceased, any employee, or any other person encountered while within the scope of practice, employment, or
business;

(4) the habitual overindulgence in the use of or dependence on intoxicating liquors, prescription drugs,
overthe-counter drugs, illgal drugs, or any other mood altering substances that substantially impair a person's
work-related judgment or performance;

(5) revealing personally identifiable facts, data, or information about a decedent, customer, member of the
decedent's family, orneployee acquired in the practice or business without the prior consent of the individual,
except as authorized by law;

(6) intentionally misleading or deceiving any customer in the sale of any goods or services provided by the
licensee;
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(7) knowingly making a false statement in the procuring, preparation, or filing of any required permit or
document; or

(8) knowingly making a false statement on a record of death.
Sec.71. Minnesota Statutes 2020, section 149A.90, subdivision 2, is amended to read:

Subd 2. Removal from place of death No person subject to regulation under this chapter shall remove or
cause to be removed any dead human body from the place of death without being licerezgsterecby the
commissioner Every dead human body shall mmoved from the place of death by a licensed mortician or funeral
director, except as provided in section 149A.01, subdivisjar 349A.47

Sec.72. Minnesota Statutes 2020, section 149A.90, subdivision 4, is amended to read:

Subd.4. Certificate of removal. No dead human body shall be removed from the place of death by a mortician
of, funeral directoy or transfer care specialist by a noncompensated person with the right to control the dead
human body without the completion of a certificataerhoval and, where possible, presentation of a copy of that
certificate to the person or a representative of the legal entity with physical or legal custody of the body at the death
site The certificate of removal shall be in the format provided bydbmmissioner that contains, at least, the
following information:

(1) the name of the deceased, if known;

(2) the date and time of removal;

(3) a brief listing of the type and condition of any personal property removed with the body;

(4) the location tavhich the body is being taken;

(5) the name, business address, and license number of the individual making the removal; and

(6) the signatures of the individual making the removal and, where possible, the individual or representative of
the legal entityith physical or legal custody of the body at the death site.

Sec.73. Minnesota Statutes 2020, section 149A.90, subdivision 5, is amended to read:

Subd.5. Retention of certificate of removal A copy of the certificate of removal shall be given, véhe
possible, to the person or representative of the legal entity having physical or legal custody of the body at the death
site The original certificate of removal shall be retained by the individual making the removal and shall be kept on
file, at the fineral establishment to which the body was taken, for a period of three calendar years following the date
of the removal If the removal was performed by a transfer care specialist not employed by the funeral
establishment to which the body was taken tthasfer care specialist shall retain a copy of the certificate on file at
the transfer care specialist's business address as reqistered with the commissioner for a period of three calendar years
following the date of removalFollowing this period, andubject to any other laws requiring retention of records,
the funeral establishment may then place the records in storage or reduce them to microfilm, microfiche, laser disc,
or any other method that can produce an accurate reproduction of the origind) fecretention for a period of ten
calendar years from the date of the removal of the bd&tythe end of this period and subject to any other laws
requiring retention of records, the funeral establishment may destroy the records by shreddingtiingierany
other manner that protects the privacy of the individuals identified in the records.
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Sec.74. Minnesota Statutes 2020, section 149A.94, subdivision 1, is amended to read:

Subdivision 1 Generally. (a) Every dead human body lying within the state, except unclaimed bodies
delivered for dissection by the medical examiner, those delivered for anatomical study pursuant to section 149A.81,
subdivision 2, or lawfully carried through the state for the purpdsksposition elsewhere; and the remains of any
dead human body after dissection or anatomical study, shall be decently buried or entombed in a public or private
cemetery, alkaline hydrolyzed, or cremated within a reasonable time after tféhdne finaldisposition of a body
will not be accomplished within 72 hours following death or release of the body by a competent authority with
jurisdiction over the body, the body must be properly embalmed, refrigerated, or packed with dxybimgy may
not bekept-inrefrigeration-for-a-period-exceeding-six-calendar-daypaoked in dry ice for a period that exceeds
four calendar days, from the time of death or release of the body from the coroner or medical exarbiogdy
may be kept in refrigeration for uiw 30 calendar days from the time of death or release of the body from the
coroner or medical examiner, provided the dignity of the body is maintained and the funeral establishment complies
with paragraph (b) if applicableA body may be kept in refrigation for more than 30 calendar days from the time
of death or release of the body from the coroner or medical examiner in accordance with paragraphs (c) and (d).

(b) For a body to be kept in refrigeration for between 15 and 30 calendar days, rtbdaténe 14th day of
keeping the body in refrigeration the funeral establishment must notify the person with the right to control final
disposition that the body will be kept in refrigeration for more than 14 days and that the person with the right to
contol final disposition has the right to seek other arrangements.

(c) For a body to be kept in refrigeration for more than 30 calendar days, the funeral establishment must:

(1) report at least the following to the commissioner on a form and in a manserilped by the commissioner:
body identification details determined by the commissioner, the funeral establishment's plan to achieve final
disposition of the body within the permitted time frame, and other information required by the commissioner; and

(2) store each refrigerated body in a manner that maintains the dignity of the body.

(d) Each report filed with the commissioner under paragraph (c) authorizes a funeral establishment to keep a
body in refrigeration for an additional 30 calendar days.

(e) Failure to submit a report required by paragraph (c) subjects a funeral establishment to enforcement under
this chapter.

Sec.75. Minnesota Statutes 2020, section 152.22, is amended by adding a subdivision to read:

Subd.la Bona fide labor organization. "Bona fide labor organization" means a labor union that represents or
is actively seeking to represent workers of a medical cannabis manufacturer.

Sec.76. Minnesota Statutes 2020, section 152.22, is amended by adding a subdivision to read:

Subd.5d. Indian lands. "Indian lands" means all lands within the limits of any Indian reservation within the
boundaries of Minnesota and any lands within the boundaries of Minnesota title which are either held in trust by the
United States or over which an Iadi Tribe exercises governmental power.

Sec.77. Minnesota Statutes 2020, section 152.22, is amended by adding a subdivision to read:

Subd.5e Labor peace agreement "Labor peace agreement” means an agreement between a medical cannabis
manufacturer atha bona fide labor organization that protects the state's interests by, at a minimum, prohibiting the
labor organization from engaging in picketing, work stoppages, or boycotts against the manufadtisréype of
agreement shall not mandatearticular method of election or certification of the bona fide labor organization.
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Sec.78. Minnesota Statutes 2020, section 152.22, is amended by adding a subdivision to read:

Subd.15. Tribal medical cannabis board "Tribal medical cannabis boardieans an agency established by
each federally recognized Tribal government and duly authorized by each Tribe's governing body to perform
regulatory oversight and monitor compliance with a Tribal medical cannabis program and applicable regulations.

Sec.79. Minnesota Statutes 2020, section 152.22, is amended by adding a subdivision to read:

Subd.16. Tribal medical cannabis program "Tribal medical cannabis program” means a program
established by a federally recognized Tribal government within the baesdof Minnesota regarding the
commercial production, processing, sale or distribution, and possession of medical cannabis and medical cannabis

products.

Sec.80. Minnesota Statutes 2020, section 152.22, is amended by adding a subdivision to read:

Suld. 17. Tribal medical cannabis program patient "Tribal medical cannabis program patient” means a
person who possesses a valid registration verification card or equivalent document that is issued under the laws or
reqgulations of a Tribal Nation within ¢hboundaries of Minnesota and that verifies that the person is enrolled in or
authorized to participate in that Tribal Nation's Tribal medical cannabis program.

Sec.81. Minnesota Statutes 2020, section 152.25, subdivision 1, is amended to read:

Subdivsion 1 Medical cannabis manufacturer registration and renewal (a) The commissioner shall
registertwo at least four and up to tén-state manufacturers for the production of all medical cannabis within the

state A The registrationagreement-betweethe-commissionerand-a—-manufactuieralid for two years, unless

revoked under subd|V|S|on la, and nentransferable Ihe—eemmﬁsmqe{—shau—regﬁter—new—maqu#aet%ers or

Gean%y—DBtnet—Geu#t Once the commissioner has remstered more than two manufacturers, remstraﬂon renewal for
at least one manufacturemst occur each yeaThe commissioner shall begin registering additional manufacturers
by December 1, 2022The commissioner shall renew a registration if the manufacturer meets the factors described
in this subdivision and submits the registration resiefee under section 152.35.

(b) An individual or entity seeking reqistration or registration renewal under this subdivision must apply to the
commissioner in a form and manner established by the commissidsgrart of the application, the applicant shu
submit an attestation signed by a bona fide labor organization stating that the applicant has entered into a labor peace
agreement Before accepting applications for registration or registration renewal, the commissioner must publish on
the Office of Medical Cannabis website the application scoring criteria established by the commissioner to
determine whether the applicant meets requirements for registration or registration redataadubmitted during
the application process are private data onviddals or nonpublic data as defined in section 13.02 until the
manufacturer is registered under this secti@ata on a manufacturer that is registered are public data, unless the
data are trade secret or security information under section 13.37.

{b) (c) As a condition for registratigra-manufacturer-mustagreegioregistration renewal
B-begin-supplying-medical-cannabis-to-patients-by-July-1,2045; and

) (1) a manufacturer musbmply with all requirements under sections 152.22 to 152.37
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(2) if the manufacturer is a business entity, the manufacturer must be incorporated in the state or otherwise
formed or organized under the laws of the state; and

(3) the manufacturer must fulfill commitments made in the application for registration draggisrenewal,
including but not limited to maintenance of a labor peace agreement.

{e) (d) The commissioner shall consider the following factors when determining which manufacturer to register
or when determining whether to renew a registration

(1) the technical expertise of the manufacturer in cultivating medical cannabis and converting the medical
cannabis into an acceptable delivery method under section 152.22, subdivision 6;

(2) the qualifications of the manufacturer's employees;
(3) the longterm financial stability of the manufacturer;
(4) the ability to provide appropriate security measures on the premises of the manufacturer;

(5) whether the manufacturer has demonstrated an ability to meet the medical cannabis production needs
required bysections 152.22 to 152.33nd

(6) the manufacturer's projection and ongoing assessment of fees on patients with a qualifying medical
condition;

(7) the manufacturer's inclusion of leadership or beneficial ownership, as defined in section 302A.011,
subdvision 41, by:

(i) minority persons as defined in section 116M.14, subdivision 6;

(i) women;

(iii) individuals with disabilities as defined in section 363A.03, subdivision 12; or

(iv) military veterans who satisfy the requirements of section 197.447;

(8) the extent to which reqistering the manufacturer or renewing the registration will expand service to a
currently underserved market;

(9) the extent to which registering the manufacturer or renewing the reqistration will promote development in a
low-income area as defined in section 116J.982, subdivision 1, paragraph (e);

(10) beneficial ownership as defined in section 302A.011, subdivision 41, of the manufacturer by Minnesota
residents; and

(11) other factors the commissioner determinesyaoessary to protect patient health and ensure public safety.

(e) Commitments made by an applicant in the application for registration or registration renewal, including but
not limited to maintenance of a labor peace agreement, shall be an ongoin@lnsatadition of maintaining a
manufacturer registration.
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(&) (f) If an officer, director, or controlling person of the manufacturer pleads or is found guilty of intentionally
diverting medical cannabis to a person other than allowed by law under sec#@8,15ubdivision 1, the
commissioner may decide not to renew the registration of the manufacturer, provided the violation occurred while
the person was an officer, director, or controlling person of the manufacturer.

Sec.82. Minnesota Statutes 2020, section 152.25, is amended by adding a subdivision to read:

Subd.1d. Background study. (a) Before the commissioner registers a manufacturer owseaeeqgistration,
each officer, director, and controlling person of the manufacturer must consent to a background study and must
submit to the commissioner a completed criminal history records check consent form, a full set of classifiable
fingerprints, &ad the required fees The commissioner must submit these materials to the Bureau of Criminal
Apprehension The bureau must conduct a Minnesota criminal history records check, and the superintendent is
authorized to exchange fingerprints with the Fed8muaeau of Investigation to obtain national criminal history
record information The bureau must return the results of the Minnesota and federal criminal history records checks
to the commissioner.

(b) The commissioner must not register a manufacturerenew a registration if an officer, director, or
controlling person of the manufacturer has been convicted of, pled guilty to, or received a stay of adjudication for:

(1) a violation of state or federal law related to theft, fraud, embezzlement, brefidhcadry duty, or other
financial misconduct that is a felony under Minnesota law or would be a felony if committed in Minnesota; or

(2) a violation of state or federal law relating to unlawful manufacture, distribution, prescription, or dispensing
of acontrolled substance that is a felony under Minnesota law or would be a felony if committed in Minnesota.

Sec.83. Minnesota Statutes 2020, section 152.29, subdivision 4, is amended to read:

Subd.4. Report. (a) Each manufacturer shall report to tbemmissioner on a monthly basis the following
information on each individual patient for the month prior to the report:

(1) the amount and dosages of medical cannabis distributed;

(2) the chemical composition of the medical cannabis; and

(3) thetracking number assigned to any medical cannabis distributed.

(b) For transactions involving Tribal medical cannabis program patients, each manufacturer shall report to the

commissioner on a weekly basis the following information on each individual Thribdical cannabis program
patient for the week prior to the report:

(1) the name of the Tribal medical cannabis program in which the Tribal medical cannabis program patient is
enrolled;

(2) the amount and dosages of medical cannabis distributed;

(3) thechemical composition of the medical cannabis; and

(4) the tracking number assigned to the medical cannabis distributed.
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Sec.84. Minnesota Statutes 2020, section 152.29, is amended by adding a subdivision to read:

Subd.5. Distribution to Tribal medical cannabis program patient (a) A manufacturer may distribute
medical cannabis in accordance with subdivisions 1 to 4 to a Tribal medical cannabis program patient.

(b) Prior to distribution, the Tribal medical cannabis program patient must prtovide manufacturer:

(1) a valid medical cannabis registration verification card or equivalent document issued by a Tribal medical
cannabis program that indicates that the Tribal medical cannabis program patient is authorized to use medical
cannabis on ldian lands over which the Tribe has jurisdiction; and

(2) a valid photographic identification card issued by the Tribal medical cannabis program, valid driver's license,
or valid state identification card.

(c) A manufacturer shall distribute medical cabis to a Tribal medical cannabis program patient only in a form
allowed under section 152.22, subdivision 6.

Sec.85. [152.291] TRIBAL MEDICAL CANNABIS PROGRAM; MANUFACTURERS.

Subdivision 1 Manufacturer. Notwithstanding the requirements dimditations in section 152.29, subdivision
1, paragraph (a), a Tribal medical cannabis program operated by a federally recognized Indian Tribe located in
Minnesota shall be recognized as a medical cannabis manufacturer.

Subd.2. Manufacturer transportati on. (a) A manufacturer registered with a Tribal medical cannabis program
may transport medical cannabis to testing laboratories and to other Indian lands in the state.

(b) A manufacturer registered with a Tribal medical cannabis program must staff a vebtoe used to
transport medical cannabis with at least two employees of the manufadfar employee in the transport vehicle
must carry identification specifying that the employee is an employee of the manufacturer, and one employee in the
transpaot vehicle must carry a detailed transportation manifest that includes the place and time of departure, the
address of the destination, and a description and count of the medical cannabis being transported.

Sec.86. Minnesota Statutes 2020, section 152i8 amended to read:
152.30 PATIENT DUTIES.

(a) A patient shall apply to the commissioner for enrollment in the registry program by submitting an application
as required in section 152.27 and an annual registration fee as determined under secbon 152.3

(b) As a condition of continued enrollment, patients shall agree to:

(1) continue to receive regularly scheduled treatment for their qualifying medical condition from their health
care practitioner; and

(2) report changes in their qualifying medicahdition to their health care practitioner.

(c) A patient shall only receive medical cannabis from a registered manufagtufeibal medical cannabis
programbut is not required to receive medical cannabis products from only a registered manutaciuibal
medical cannabis program
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Sec.87. Minnesota Statutes 2020, section 152.32, is amended to read:

152.32 PROTECTIONS FOR REGISTRY PROGRAM PARTICIPATION OR PARTICIPATION IN A
TRIBAL MEDICAL CANNABIS PROGRAM

Subdivision 1 Presumption. (a) There is a presumption that a patient enrolled in the registry program under
sections 152.22 to 152.33 a Tribal medical cannabis program patient enrolled in a Tribal medical cannabis
programis engaged in the authorized use of medical cannabis.

(b) The presumption may be rebutted

(1) by evidence thad patient'ssonduct related to use of medical cannabis was not for the purpose of treating or
alleviating the patient's qualifying medical condition or symptoms associated with the patient's qualifying medical
condition or

(2) by evidence that a Tribal medical cabis program patient's use of medical cannabis was not for a purpose
authorized by the Tribal medical cannabis program

Subd.2. Criminal and civil protections. (a) Subject to section 152.23, the following are not violations under
this chapter:

(1) useor possession of medical cannabis or medical cannabis products by a patient enrolled in the registry
program-er, possession by a registered designated caregiver or the parent, legal guardian, or spouse of a patient if
the parent, legal guardian, or speus listed on the registry verificatioor use or possession of medical cannabis or
medical cannabis products by a Tribal medical cannabis program patient;

(2) possession, dosage determination, or sale of medical cannabis or medical cannabis preduutslibsl
cannabis manufacturer, employees of a manufacturer, a laboratory conducting testing on medical cannabis, or
employees of the laboratory; and

(3) possession of medical cannabis or medical cannabis products by any person while carrying digsthe du
required under sections 152.22 to 152.37.

(b) Medical cannabis obtained and distributed pursuant to sections 152.22 to 152.37 and associated property is
not subject to forfeiture under sections 609.531 to 609.5316.

(c) The commissionennembers of alribal medical cannabis boarthe commissioner'sr Tribal medical
cannabis board'staff, the commissioners Tribal medical cannabis boardigents or contractors, and any health
care practitioner are not subject to any civil or disciplinary pesdityethe Board of Medical Practice, the Board of
Nursing, or by any business, occupational, or professional licensing board or entity, solely for the participation in the
registry program under sections 152.22 to 1528ih a Tribal medical cannabis pragn A pharmacist licensed
under chapter 151 is not subject to any civil or disciplinary penalties by the Board of Pharmacy when acting in
accordance with the provisions of sections 152.22 to 152®thing in this section affects a professional licagsi
board from taking action in response to violations of any other section of law.

(d) Notwithstanding any law to the contrary, the commissioner, the governor of Minnesota, or an employee of
any state agency may not be held civilly or criminally liabledioy injury, loss of property, personal injury, or death
caused by any act or omission while acting within the scope of office or employment under sections 152.22 to
152.37.
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(e) Federal, state, and local law enforcement authorities are prohibited fressiagcthe patient registry under
sections 152.22 to 152.37 except when acting pursuant to a valid search warrant.

(f) Notwithstanding any law to the contrary, neither the commissioner nor a public employee may release data or
information about an indivigal contained in any report, document, or registry created under sections 152.22 to
152.37 or any information obtained about a patient participating in the program, except as provided in sections
152.22 to 152.37.

(g9) No information contained in a repodgcument, or registry or obtained from a patien Tribal medical
cannabis program patienhder sections 152.22 to 152.37 may be admitted as evidence in a criminal proceeding
unless independently obtained or in connection with a proceeding involviotadon of sections 152.22 to 152.37.

(h) Notwithstanding section 13.09, any person who violates paragraph (e) or (f) is guilty of a gross
misdemeanor.

(i) An attorney may not be subject to disciplinary action by the Minnesota Supreme Lduitialcourt, or the
professional responsibility board for providing legal assistance to prospective or registered manufacturers or others
related to activity that is no longer subject to criminal penalties under state law pursuant to sections 152.22 to
152.37_or for providing legal assistance to a Tribal medical cannabis program

(i) Possession of a registry verification or application for enrollment in the program by a person entitled to
possess or apply for enrollment in the registry progranpossession @ verification or equivalent issued by a
Tribal medical cannabis program by a person entitled to possess such verifibagi®mot constitute probable cause
or reasonable suspicion, nor shall it be used to support a search of the person or prdpepgrebh possessing or
applying for the registry verificationr equivalent or otherwise subject the person or property of the person to
inspection by any governmental agency.

Subd.3. Discrimination prohibited. (a) No school or landlord may refusedoroll or lease to and may not
otherwise penalize a person solely for the person's status as a patient enrolled in the registry program under sections
152.22 to 152.3%r for the person's status as a Tribal medical cannabis program patient enrollgthal engdical
cannabis prograunless failing to do so would violate federal law or regulations or cause the school or landlord to
lose a monetary or licensifrglated benefit under federal law or regulations.

(b) For the purposes of medical care, inahgdorgan transplants, a registry program enrollee's use of medical
cannabis under sections 152.22 to 152d87 Tribal medical cannabis program patient's use of medical cannabis as
authorized by the Tribal medical cannabis progresntonsidered the etalent of the authorized use of any other
medication used at the discretion of a physician or advanced practice registered nurse and does not constitute the use
of an illicit substance or otherwise disqualify a patient from needed medical care.

(c) Unles a failure to do so would violate federal law or regulations or cause an employer to lose a monetary or
licensingrelated benefit under federal law or regulations, an employer may not discriminate against a person in
hiring, termination, or any term or edition of employment, or otherwise penalize a person, if the discrimination is
based upowitheranyof the following:

(1) the person's status as a patient enrolled in the registry program under sections 152.22 ter152.37;

(2) the person's status asTabal medical cannabis program patient enrolled in a Tribal medical cannabis
program; or
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2 (3) a patient's positive drug test for cannabis components or metabolites, unless the patient used, possessed,
or was impaired by medical cannabis on the presnisk the place of employment or during the hours of
employment.

(d) An employee who is required to undergo employer drug testing pursuant to section 181.953 may present
verification of enrollment in the patient registy of enrollment in a Tribal meditaannabis prograras part of the
employee's explanation under section 181.953, subdivision 6.

(e) A person shall not be denied custody of a minor child or visitation rights or parenting time with a minor child
solely based on the person's status asiamanrolled in the registry program under sections 152.22 to 162 &Y
the person's status as a Tribal medical cannabis program patient enrolled in a Tribal medical cannabis program
There shall be no presumption of neglect or child endangermemofatuct allowed under sections 152.22 to
152.37 or _under a Tribal medical cannabis programmless the person's behavior is such that it creates an
unreasonable danger to the safety of the minor as established by clear and convincing evidence.

Sec.88. Minnesota Statutes 2020, section 152.33, subdivision 1, is amended to read:

Subdivision 1 Intentional diversion; criminal penalty. In addition to any other applicable penalty in law, a
manufacturer or an agent of a manufacturer who intentionally transfedical cannabis to a person other than
another registered manufacturer, a patient, a registered designated caeedivibal medical cannabis program
patient,or, if listed on the registry verification, a parent, legal guardian, or spouse of a Rgeilty of a felony
punishable by imprisonment for not more than two years or by payment of a fine of not more than $3,000, or both
A person convicted under this subdivision may not continue to be affiliated with the manufacturer and is disqualified
from further participation under sections 152.22 to 152.37.

Sec.89. Minnesota Statutes 2020, section 152.35, is amended to read:
152.35 FEES; DEPOSIT OF REVENUE.

(@) The comm|SS|oner shall coIIect an enrollment fe@@@ $4O from patlents enrolled undedhis section
. , . upplemental

enroll the
pa%lent—ln—the—reglstpy—preglcamThe fees shall be payable annually and are due on the anniversary date of the
patient's enrollment The fee amount shalie deposited in the state treasury and credited to the state government
special revenue fund.

(b) The commissioner shall colleha nonrefundable registrati@pplication fee 0$20;600$10,000from each
entity submitting an application for registratias a medical cannabis manufacturBevenue from the fee shall be
deposited in the state treasury and credited to the state government special revenue fund.

(c) The commissioner shall establish and collect an ameggdtration renewalee from a medial cannabis
manufacturer equal to the cost of regulating and inspecting the manufaictublesitrearfor the upcoming
registration period Revenue from the fee amount shall be deposited in the state treasury and credited to the state
government speciaévenue fund.
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(d) A medical cannabis manufacturer may charge patients enrolled in the registry program a reasonable fee for
costs associated with the operations of the manufactiites manufacturer may establish a sliding scale of patient
fees based upampatient's household income and may accept private donations to reduce patient fees.

Sec.90. Laws 2021, First Special Session chapter 7, article 3, section 44, is amended to read:

Sec.44. MENTAL HEALTH CULTURAL COMMUNITY CONTINUING EDUCATION GRANT
PROGRAM.

(a) The commissioner of health shall develop a grant program, in consultation with the relevant mental health
licensing boards, to

(1) provide for the continuing education necessary for social workers, marriage and family therapists,
psychologiss, and professional clinical counselors to become supervisors for individuals pursuing licensure in
mental health professions

(2) cover the costs when supervision is required for professionals becoming supervisors; and

(3) cover the supervisory costwy fimental health practitioners pursuing licensure at the professional level

(b) Social workers, marriage and family therapists, psychologists, and professional clinical counselors obtaining
continuing educatiomand mental health practitioners needsupervised hours to become licensed as professionals
under this section must:

(1) be members of communities of color or underrepresented communities as defined in Minnesota Statutes,
section 148E.010, subdivision 20r practice in a mental health professl shortage areand

(2) work-for-community-mental-health-providers-aaigiee to deliver at least 25 percent of their yearly patient

encounters to state public program enrollees or patients receiving sliding fee schedule discounts through a formal
sliding fee schedule meeting the standards established by the United States Department of Health and Human
Services under Code of Federal Regulations, title 42, section 51, chapter 303.

Sec.91. BENEFIT AND COST ANALYSIS OF A UNIVERSAL HEALTH REFORM PROPOSA L.

Subdivision 1 Contract for analysis of proposal The commissioner of health shall contract with the
University of Minnesota School of Public Health and the Carlson School of Management to conduct an analysis of
the benefits and costs of a legislatiproposal for a universal health care financing system and a similar analysis of
the current health care financing system to assist the state in comparing the proposal to the current system.

Subd.2. Proposal The commissioner of health, with input fnothe commissioners of human services and
commerce, shall submit to the University of Minnesota for analysis a leqislative proposal known as the Minnesota
Health Plan that would offer a universal health care plan designed to meet the following principles:

(1) ensure all Minnesotans are covered;

(2) cover all necessary care, including dental, vision and hearing, mental health, chemical dependency treatment,
prescription drugs, medical equipment and supplies-teng care, and home care; and

(3) allow pdients to choose their doctors, hospitals, and other providers.
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Subd.3. Proposal analysis (a) The analysis must measure the performance of both the Minnesota Health Plan
and the current health care financing system over-gg¢anperiod to contrastéhimpact on:

(1) the number of people covered versus the number of people who continue to lack access to health care
because of financial or other barriers, if any;

(2) the completeness of the coverage and the number of people lacking coverage folamherterim care,
medical equipment or supplies, vision and hearing, or other health services that are not covered, if any;

(3) the adequacy of the coverage, the level of underinsured in the state, and whether people with coverage can
afford the care thegeed or whether cost prevents them from accessing care;

(4) the timeliness and appropriateness of the care received and whether people turn to inappropriate care such as
emergency rooms because of a lack of proper care in accordance with clinicahgsidadid

(5) total public and private health care spending in Minnesota under the current system versus under the
legislative proposal, including all spending by individuals, businesses, and goverrdifietatl public and private
health care spending" mes spending on all medical care including but not limited to dental, vision and hearing,
mental health, chemical dependency treatment, prescription drugs, medical equipment and supgiées) ltarg,
and home care, whether paid through premiumgag@and deductibles, other eaf-pocket payments, or other
funding from government, employers, or other sourckstal public and private health care spending also includes
the costs associated with administering, delivering, and paying for the Tlaeemsts of administering, delivering,
and paying for the care includes all expenses by insurers, providers, employers, individuals, and government to
select, neqgotiate, purchase, and administer insurance and care including but not limited to coveradie fardieal
dental, longterm care, prescription drugs, medical expense portions of workers compensation and automobile
insurance, and the cost of administering and paying for all health care products and services that are not covered by
insurance The analgis of total health care spending shall examine whether there are savings or additional costs
under the legislative proposal compared to the existing system due to:

(i) reduced insurance, billing, underwriting, marketing, evaluation, and other admiwésfraictions including
savings from global budgeting for hospitals and institutional care instead of billing for individual services provided;

(i) reduced prices on medical services and products including pharmaceuticals due to price negotiations, if
amlicable under the proposal;

(iif) changes in utilization, better health outcomes, and reduced time away from work due to prevention, early
intervention, healtpromoting activities, and to the extent possible given available data and resources;

(iv) shatages or excess capacity of medical facilities and equipment under either the current system or the
proposal;

(v) the impact on state, local, and federal governmentheafthcare expenditures such as reduced crime and
outof-home placement costs duenb@ntal health or chemical dependency coverage; and

(vi) job losses or gains in health care delivery, health billing and insurance administration, and elsewhere in the
economy under the proposal due to implementation of the reforms and the resultintgmediiinsurance and
administrative burdens on businesses.

(b) The analysts may consult with authors of the leqgislative proposal to gain understanding or clarification of the
specifics of the proposallhe analysis shall assume that the provisionsamtioposal are not preempted by federal
law or that the federal government gives a waiver to the preemptions.
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(c) The commissioner shall issue a final report by January 15, 2023, and may provide interim reports and status
updates to the governor and thaick and ranking minority members of the leqgislative committees with jurisdiction
over health and human services policy and finance.

Sec.92. NURSING WORKFORCE REPORT.

The commissioner of health shall provide a public report on the following topics:

(1) Minnesota's supply of active licensed registered nurses;

(2) trends in Minnesota regarding retention by hospitals of licensed registered nurses;

(3) reasons licensed registered nurses are leaving direct care positions at hospitals; and

(4) reasondicensed registered nurses are choosing not to renew their licenses and leaving the profession.

Sec.93. EMMETT LOUIS TILL VICTIMS RECOVERY PROGRAM.

Subdivision 1 Short title. This section shall be known as the Emmett Louis Till Victims Recoveryr&mg

Subd.2. Program established; grants (a) The commissioner of health shall establish the Emmett Louis Till
Victims Recovery Program to address the health and wellness needs of victims who experienced trauma, including
historical trauma, resultingdm governmensponsored activities, and to address the health and wellness needs of
the families and heirs of these victims.

(b) The commissioner, in consultation with family members of victims who experienced trauma resulting from
governmenisponsored etivities and with communitpased organizations that provide culturally appropriate
services to victims experiencing trauma and their families, shall award competitive grants to applicants for projects
to provide the following services to victims who expaced trauma resulting from governmspbnsored activities
and their families and heirs:

(1) health and wellness services, which may include services and support to address physical health, mental
health, and cultural needs;

(2) remembrance and legapseservation activities;

(3) cultural awareness services; and

(4) community resources and services to promote healing for victims who experienced trauma resulting from
governmentssponsored activities and their families and heirs.

(c) In awarding grantsinder this section, the commissioner must prioritize grant awards to comshaséy
organizations experienced in providing support and services to victims and families who experienced trauma
resulting from governmergponsored activities.

Subd.3. Evaluation. Grant recipients must provide the commissioner with information required by the
commissioner to evaluate the grant program, in a time and manner specified by the commissioner.

Subd.4. Report. By January 15, 2023, the commissioner must submsifus report on the operation and
results of the grant program, to the extent possiblege report must be submitted to the chairs and ranking minority
members of the legislative committees with jurisdiction over health cEine report must includformation on
grant program activities to date, services offered by grant recipients, and an assessment of the need to continue to
offer _services to victims, families, and heirs who experienced trauma resulting from govespmastred
activities.
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Sec.94. |DENTIFY STRATEGIES FOR REDUCTION OF ADMINISTRATIVE SPENDING AND
LOW -VALUE CARE; REPORT.

(a) The commissioner of health shall develop recommendations for strategies to reduce the volume and growth
of administrative spending by health care organimatiand group purchasers and the amount ofvalye care
delivered to Minnesota residenti support of the development of recommendations, the commissioner shall:

(1) review the availability of data and identify gaps in the data infrastructure toasstaggregated and
disaggregated administrative spending andvyadue care;

(2) based on available data, estimate the volume and change over time of administrative spendingaud low
care in Minnesota;

(3) conduct an environmental scan and key mfmt interviews with experts in health care finance, health
economics, health care management or administration, or the administration of health insurance benefits to identify
drivers of spending growth for spending on administrative services or theipmooefdowvalue care; and

(4) convene a clinical learning community and an employer task force to review the evidence from clauses (1) to
(3) and develop a set of actionable strategies to address administrative spending volume and growth and the
magnitue of the volume of lowalue care.

(b) By December 15, 2024, the commissioner shall report the recommendations to the chairs and ranking
members of the legislative committees with jurisdiction over health and human services financing and policy.

Sec.95. INITIAL IMPLEMENTATION OF THE KEEPING NURSES AT THE BEDSIDE ACT.

(a) By April 1, 2024, each hospital must establish and convene a hospital nurse staffing committee as described
under Minnesota Statutes, section 144.7053.

(b) By June 1, 2024, each haspimust implement core staffing plans developed by its hospital nurse staffing
committee and satisfy the plan posting requirements under Minnesota Statutes, section 144.7056.

(c) By June 1, 2024, each hospital must submit to the commissioner of haaltbtaffing plans meeting the
requirements of Minnesota Statutes, section 144.7055.

Sec.96. LEAD SERVICE LINE INVENTORY GRANT PROGRAM.

Subdivision 1 Establishment The commissioner of health must establish a grant program to provide financial
assistince to municipalities for producing an inventory of publicly and privately owned lead service lines within

their jurisdiction.

Subd.2. Eligible uses A municipality receiving a grant under this section may use the grant funds to:

(1) surveyhouseholds to determine the material of which their water service line is made;

(2) create publicly available databases or visualizations of lead service lines; and

(3) comply with the lead service line inventory requirements in the Environmental Rnotégency's Lead and
Copper Rule.
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Sec.97. PAYMENT MECHANISMS IN RURAL HEALTH CARE.

The commissioner of health shall develop a plan to assess readiness of rural communities and rural health care
providers to adopt valdeased, global budgeting, or ahative payment systems and recommend steps needed to
implement The commissioner may use the development of case studies and modeling of alternate payment systems
to demonstrate valdeased payment systems that ensure a baseline level of essential cionomeegional health
services and address population health ned@diee commissioner shall develop recommendations for pilot projects
by January 1, 2025, with the aim of ensuring financial viability of rural health care systems in the context of
spendinggrowth targets The commissioner shall share findings with the Health Care Affordability Board.

Sec.98. PROGRAM TO DISTRIBUTE COVID -19 TESTS, MASKS, AND RESPIRATORS.

Subdivision 1 Definitions. (a) The terms defined in this subdivision apply to fastion.

(b) "Antigen test” means a lateral flow immunoassay intended for the qualitative detection of nucleocapsid
protein antigens from the SARSoV-2 virus in nasal swabs, that has emergency use authorization from the United
States Food and Drug Adnmstration and that is authorized for nonprescription home use witlta@dtted nasal
swabs.

(c) "COVID-19 test" means a test authorized by the United States Food and Drug Administration to detect the
presence of genetic material of the SARSV-2 virus either through a molecular method that detects the RNA or
nucleic acid component of the virus, such as polymerase chain reaction or isothermal amplification, or through a
rapid lateral flow immunoassay that detects the nucleocapsid protein antigensdr8MmRSCoV-2 virus.

(d) "KN95 respirator" means a type of filtering facepiece respirator that is commonly made and used in China, is
designed and tested to meet an international standard, and does not include an exhalation valve.

(e) "Mask" means a faceovering intended to contain droplets and particles in a person's breath, cough, or
sheeze.

(f) "Respirator" means a face covering that filters the air and fits closely on the face to filter out particles,
including the SARSCoV-2 virus.

Subd.2. Program established In order to help reduce the number of cases of COIA0n the state, the
commissioner of health must administer a program to distribute to individuals in Minnesota, dO\3ts,
including antigen tests; and masks and respirators,dimguKN95 respirators and similar respirators approved by
the Centers for Disease Control and Prevention and authorized by the commissioner for distribution under this
program Masks and respirators distributed under this program may includesiild nasks and respirators, if
such masks and respirators are available and the commissioner finds there is a need f@Qh&br19 tests,
masks, and respirators must be distributed at no cost to the individuals receiving them and may be shipped directly
to individuals; distributed through local health departments, COVID community coordinators, and other
communitybased organizations; and distributed through other means determined by the commisSioaer
commissioner _may prioritize distribution under thisctg® to communities and populations who are
disproportionately impacted by COVAID9 or who have difficulty accessing COUD tests, masks, or respirators.

Subd.3. Process to order COVID19 tests, masks, and respiratots The commissioner may establish
process for individuals to order COWAI® tests, masks, and respirators to be shipped directly to the individual.

Subd.4. Notice. An entity distributing KN95 respirators or similar respirators under this section may include
with the respirators aotice that individuals with a medical condition that may make it difficult to wear a KN95
respirator or similar respirator should consult with a health care provider before use.

Subd.5. Coordination. The commissioner may coordinate this program witleostate and federal programs
that distribute COVIB19 tests, masks, or respirators to the public.
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Sec.99. REPORT ON TRANSPARENCY OF HEALTH CARE PAYMENTS.

Subdivision 1 Definitions. (a) The terms defined in this subdivision apply to this section.

(b) "Commissioner" means the commissioner of health.

(c) "Non-claimsbased payments" means payments to health care providers designed to support and reward
value of health care services over volume of health care services and includes alternative padeéntor
incentives, payments for infrastructure expenditures or investments, and payments for workforce expenditures or
investments.

(d) "Nonpublic data" has the meaning given in Minnesota Statutes, section 13.02, subdivision 9.

(e) "Primary care serges" means integrated, accessible health care services provided by clinicians who are
accountable for addressing a large majority of personal health care needs, developing a sustained partnership with
patients, and practicing in the context of family anchmunity. Primary care services include but are not limited to
preventive services, office visits, annual physicals,-gmerative physicals, assessments, care coordination,
development of treatment plans, management of chronic conditions, and diatgsistic

Subd.2. Report. (a) To provide the legislature with information needed to meet the evolving health care needs
of Minnesotans, the commissioner shall report to the leqislature by February 15, 2023, on the volume and
distribution of health care spding across payment models used by health plan companies ang@athjrd
administrators, with a particular focus on vahgsed care models and primary care spending.

(b) The report must include specific health plan and thady administrator estimasd of health care spending
for claimsbased payments and nolaimsbased payments for the most recent available year, reported separately
for Minnesotans enrolled in state health care programs, Medicare Advantage, and commercial health. ifheance
report must also include recommendations on changes needed to gather better data from health plan companies and
third-party administrators on the use of vahssed payments that pay for value of health care services provided
over volume of services providegromote the health of all Minnesotans, reduce health disparities, and support the
provision of primary care services and preventive services.

(c) In preparing the report, the commissioner shall:

(1) describe the form, manner, and timeline for submissiodata by health plan companies and tmedty
administrators to produce estimates as specified in paragraph (b);

(2) collect summary data that permits the computation of:

(i) the percentage of total payments that are-claimsbased payments; and

(ii) the percentage of payments in item (i) that are for primary care services;

(3) where data was not directly derived, specify the methods used to estimate data elements;

(4) notwithstanding Minnesota Statutes, section 62U.04, subdivision 11, comdiydes of the magnitude of
primary care payments using data collected by the commissioner under Minnesota Statutes, section 62U.04; and

(5) conduct interviews with health plan companies and héndy administrators to better understand the types
of nonclaimsbased payments and models in use, the purposes or goals of each, the criteria for health care providers
to qualify for these payments, and the timing and structure of health plan companies-partyirddministrators
making these payments to hiatare provider organizations.
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(d) Health plan companies and thipdrty administrators must comply with data requests from the commissioner
under this section within 60 days after receiving the request.

(e) Data collected under this section are nonputtlita Notwithstanding the definition of summary data in
Minnesota Statutes, section 13.02, subdivision 19, summary data prepared under this section may be derived from
nonpublic data The commissioner shall establish procedures and safeguards tot gimemtegrity and
confidentiality of any data maintained by the commissioner.

Sec.100. SAFETY IMPROVEMENTS FOR STATE LICENSED LONG -TERM CARE FACILITIES.

Subdivision 1 Temporary grant program for long-term care safety improvements The commissioneof
health shall develop, implement, and manage a temporary, competitive grant process-hoessate longerm
care facilities to improve their ability to reduce the transmission of Ca@MDr other similar conditions.

Subd.2. Definitions. (a) Fa the purposes of this section, the following terms have the meanings given.

(b) "Eligible facility" means:

(1) an assisted living facility licensed under chapter 144G;

(2) a supervised living facility licensed under chapter 144;

(3) a boarding carfacility that is not federally certified and is licensed under chapter 144; and

(4) a nursing home that is not federally certified and is licensed under chapter 144A.

(c) "Eligible project” means a modernization project to update, remodel, or repimEzded equipment, systems,
technology, or physical spaces.

Subd.3. Program. (a) The commissioner of health shall award improvement grants to an eligible fasitity
improvement grant shall not exceed $1,250,000.

(b) Funds may be used to improvee teafety, quality of care, and livability of aging infrastructure in a
Department of Health licensed eligible facility with an emphasis on reducing the transmission risk of-C®VID
and other infectionsProjects include but are not limited to:

(1) heatng, ventilation, and aiconditioning systems improvements to reduce airborne exposures;

(2) physical space changes for infection control; and

(3) technology improvements to reduce social isolation and improve resident or clieheimgll

(c) Notwithdanding any law to the contrary, funds awarded in a grant agreement do not lapse until expended by
the grantee.

Subd.4. Applications. An eligible facility seeking a grant shall apply to the commissioigre application
must include a description dig¢ resident population demographics, the problem the proposed project will address, a
description of the project including construction and remodeling drawings or specifications, sources of funds for the
project, including any ikind resources, uses ofrfds for the project, the results expected, and a plan to maintain or
operate any facility or equipment included in the proje€he applicant must describe achievable objectives, a
timetable, and roles and capabilities of responsible individuals andizatian An applicant must submit to the
commissioner evidence that competitive bidding was used to select contractors for the project.
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Subd.5. Consideration of applications The commissioner shall review each application to determine if the
application is complete and if the facility and the project are eligible for a grémtevaluating applications, the
commissioner shall develop a standardized scoring system that ass@9sé® applicant's understanding of the
problem, description of the prajeand the likelihood of a successful outcome of the project; (2) the extent to which
the project will reduce the transmission of COVIB; (3) the extent to which the applicant has demonstrated that it
has made adequate provisions to ensure proper don@m@ffoperation of the facility once the project is completed;
(4) and other relevant factors as determined by the commissidhaing application review, the commissioner
may request additional information about a proposed project, including infomaigroject cost Failure to
provide the information requested disqualifies an applicant.

Subd.6. Program oversight The commissioner shall determine the amount of a grant to be given to an
eligible facility based on the relative score of each digfiacility’'s application, other relevant factors discussed
during the review, and the funds available to the commissioRaring the grant period and within one year after
completion of the grant period, the commissioner may collect from an eligibléyfaeceiving a grant, any
information necessary to evaluate the program.

Subd.7. Expiration. This section expires June 30, 2025.

Sec.101 STUDY OF THE DEVELOPMENT OF A STATEWIDE REGISTRY FOR PROVIDER
ORDERS FOR LIFE-SUSTAINING TREATMENT.

Subdivision 1 Definitions. (a) For purposes of this section, the following terms have the meanings given.

(b) "Commissioner" means the commissioner of health.

(c) "Life-sustaining treatment"” means any medical procedure, pharmaceutical drug, medioal or medical
intervention that maintains life by sustaining, restoring, or supplanting a vital fundtiée-sustaining treatment
does not include routine care necessary to sustain patient cleanliness and comfort.

(d) "POLST" means a provider omdéor life-sustaining treatment, signed by a physician, advanced practice
registered nurse, or physician assistant, to ensure that the medical treatment preferences of a patient with an
advanced serious illness who is nearing the end of life are honored.

(e) "POLST form" means a portable medical form used to communicate a physician's order to help ensure that a
patient's medical treatment preferences are conveyed to emergency medical service personnel and other health care

providers.

Subd.2. Study. (a) The commissioner, in consultation with the advisory committee established in paragraph
(c), shall study the issues related to creating a statewide registry of POLST forms to ensure that a patient's medical
treatment preferences are followed by all healihe providers The registry must allow for the submission of
completed POLST forms and for the forms to be accessed by health care providers and emergency medical service
personnel in a timely manner, for the provision of care or services.

(b) As a parbf the study, the commissioner shall develop recommendations on the following:

(1) electronic capture, storage, and security of information in the registry;

(2) procedures to protect the accuracy and confidentiality of information submitted toisieyreg

(3) limits as to who can access the reqistry;
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(4) where the registry should be housed;

(5) ongoing funding models for the registry; and

(6) any other action needed to ensure that patients' rights are protected and that their health careadecisions
followed.

(c) The commissioner shall create an advisory committee with members representing physicians, physician
assistants, advanced practice registered nurses, nursing homes, emergency medical service providers, hospice and
palliative care provids, the disability community, attorneys, medical ethicists, and the religious community.

Subd.3. Report. The commissioner shall submit a report on the results of the study, including
recommendations on establishing a statewide reqistry of POLST furithee chairs and ranking minority members
of the legislative committees with jurisdiction over health and human services policy and finance by February 1,
2023.

Sec.102 REVISOR INSTRUCTION.

(a) The revisor of statutes shall codify Laws 2021, Figécial Session chapter 7, article 3, section 44, as
Minnesota Statutes, section 144.15The revisor of statutes may make any necessary-cefeence changes.

(b) The revisor of statutes shall correct croeferences in Minnesota Statutes to confevithh the relettering of
paragraphs in Minnesota Statutes, section 144.1501, subdivision 1.

(c) In Minnesota Statutes, section 144.7055, the revisor shall renumber paragraphs (b) to (e) alphabetically as
individual subdivisions under Minnesota Statutegtion 144.7051 The revisor shall make any necessary changes
to sentence structure for this renumbering while preserving the meaning of thd lextevisor shall also make
necessary croggference changes in Minnesota Statutes and Minnesota Rusestennwith the renumbering.

(d) The revisor of statutes shall renumber Minnesota Statutes, sections 145A.145 and 145A.17, as new sections
following Minnesota Statutes, section 145.87The revisor shall also make necessary erefeyence changes
consistent with the renumbering.

ARTICLE 2
DEPARTMENT OF HEALTH POLICY

Section 1 Minnesota Statutes 2021 Supplement, section 144.0724, subdivision 4, is amended to read:

Subd.4. Resident assessment schedulga) A facility must conduct and electrically submit to the federal
database MDS assessments that conform with the assessment schedule defined by the Long Term Care Facility
Resident Assessment Instrument User's Manual, version 3.0, or its successor issued by the Centers for Medicare and
Medicad Services The commissioner of health may substitute successor manuals or question and answer
documents published by the United States Department of Health and Human Services, Centers for Medicare and
Medicaid Services, to replace or supplement thesotirrersion of the manual or document.

(b) The assessments required under the Omnibus Budget Reconciliation Act of 1987 (OBRA) used to determine
a case mix classification for reimbursement incltrefollowing

(1) a new admission comprehensive assesgmdiich must have an assessment reference date (ARD) within 14
calendar days after admission, excluding readmissions;
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(2) an annual comprehensive assessment, which must have an ARD within 92 days of a previous quarterly
review assessment or a previouspoehensive assessment, which must occur at least once every 366 days;

(3) a significant change in status comprehensive assessment, which must have an ARD within 14 days after the
facility determines, or should have determined, that there has beenfaaigrihange in the resident's physical or
mental condition, whether an improvement or a decline, and regardless of the amount of time since the last
comprehensive assessment or quarterly review assessment;

(4) a quarterly review assessment must havé@bB within 92 days of the ARD of the previous quarterly
review assessment or a previous comprehensive assessment;

(5) any significant correction to a prior comprehensive assessment, if the assessment being corrected is the
current one being used for RUWassification;

(6) any significant correction to a prior quarterly review assessment, if the assessment being corrected is the
current one being used for RUG classification;

(7) a required significant change in status assessment when:

(i) all speech, ocupational, and physical therapies have endédhe most recent OBRA comprehensive or
quarterly assessment completed does not result in a rehabilitation case mix classification, then the significant change
in status assessment is not requirétie ARD of this assessment must be set on day eight after all therapy services
have ended; and

(ii) isolation for an infectious disease has endeld isolation was not coded on the most recent OBRA
comprehensive or quarterly assessment completed, then thigcaiminthange in status assessment is not required
The ARD of this assessment must be set on day 15 after isolation has ended; and

(8) any modifications to the most recent assessments under clauses (1) to (7).

(c) In addition to the assessments liste@aragraph (b), the assessments used to determine nursing facility level
of care include the following:

(1) preadmission screening completed under section 256.975, subdivisions 7a to 7c, by the Senior LinkAge Line
or other organization under contractiwihe Minnesota Board on Aging; and

(2) a nursing facility level of care determination as provided for under section 256B.0911, subdivision 4e, as part
of a faceto-face longterm care consultation assessment completed under section 256B.0911, by atcbanbr
managed care organization under contract with the Department of Human Services.

Sec.2. Minnesota Statutes 2020, section 144.1201, subdivision 2, is amended to read:

Subd.2. By-preductnuclear Byproduct material. "By-proeductnuclearByproduct material" meansa

radiation

material

(1) any radioactive matetigexcept special nuclear material, yielded in or made radioactive by exposure to the
radiation incident to the process of producing or using special nuclear material;

(2) the tailings or wastes produced by the extraction or concentration of uraniuariomtifrom ore processed
primarily for its source material content, including discrete surface wastes resulting from uranium solution
extraction processesUnderground ore bodies depleted by these solution extraction operations do not constitute
byproductmaterial within this definition;
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(3) any discrete source of radit226 that is produced, extracted, or converted after extraction for commercial,
medical, or research activity, or any material that:

(i) has been made radioactive by use of a parictelerator; and

(ii) is produced, extracted, or converted after extraction for commercial, medical, or research activity; and

(4) any discrete source of naturally occurring radioactive material, other than source nuclear material, that:

(i) the United States Nuclear Regulatory Commission, in consultation with the Administrator of the
Environmental Protection Agency, the Secretary of Energy, the Secretary of Homeland Security, and the head of any
other appropriate federal agency determines would poseeat tsimilar to the threat posed by a discrete source of
radium226 to the public health and safety or the common defense and security; and

(ii) is extracted or converted after extraction for use in a commercial, medical, or research activity.

Sec.3. Minnesota Statutes 2020, section 144.1201, subdivision 4, is amended to read:

Subd.4. Radioactive material "Radioactive material’ means a matter that emits radiatiBadioactive
material includes special nuclear material, source nuclear matedddygameduct-nucleabyproductmaterial.

Sec.4. Minnesota Statutes 2021 Supplement, section 144.1481, subdivision 1, is amended to read:
Subdivision 1 Establishment; membership The commissioner of health shall establisi-&member
21-memberRuralHealth Advisory CommitteeThe committee shall consist of the following members, all of whom

must reside outside the seveounty metropolitan area, as defined in section 473.121, subdivision 2:

(1) two members from the house of representatives of #te ef Minnesota, one from the majority party and
one from the minority party;

(2) two members from the senate of the state of Minnesota, one from the majority party and one from the
minority party;

(3) a volunteer member of an ambulance service bagsitieuhe sevenounty metropolitan area;
(4) a representative of a hospital located outside the smuarty metropolitan area;

(5) a representative of a nursing home located outside the-seuaty metropolitan area;

(6) a medical doctor or doctor ofteopathic medicine licensed under chapter 147;

(7) a dentist licensed under chapter 150A;

(8) a-midlevel-practitionean advanced practice provider

(9) a registered nurse or licensed practical nurse;

(10) a licensed health care professional frone@upation not otherwise represented on the committee;

(11) a representative of an institution of higher education located outside theceeméy metropolitan area that
provides training for rural health care providexsd
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(12) a member of a Tribal tian;

(13) a representative of a local public health agency or community health board;

(14) a health professional or advocate with experience working with people with mental illness;

(15) a representative of a community organization that works witkichdils experiencing health disparities;

(16) an individual with expertise in economic development, or an employer working outside thecevign
metropolitan area; and

&2 (17) three consumers, at least one of whom must#bes

developmentally-disableilom a community experiencing health dlsparmes

The commissioner will make recommendations for committee membersBgmmittee members will be
appointed by the governor In making appointments, the governshall ensure that appointments provide
geographic balance among those areas of the state outside thema@vgnmetropolitan areaThe chair of the
committee shall be elected by the membdrke advisory committee is governed by section 15.059, éxcapthe
members do not receive per diem compensation.

Sec.5. Minnesota Statutes 2020, section 144.1503, is amended to read:

144.1503 HOME AND COMMUNITY -BASED SERVICES EMPLOYEE SCHOLARSHIP AND LOAN
FORGIVENESS PROGRAM.

Subdivision 1 Creation. The home and communityased services employee scholargngd loan forgiveness
grant program is establishdgrthepurpose-of-assistirtg assistqualified provider applicants-fund in funding
employee scholarshipgnd qualified educational loan repagmts for education training, field experience, and
examinationsin nursingang other health care fieldsand licensure as an assisted living director under section
144A.20, subdivision 4

Subd.la Definition. For purposes of this section, "qualifiegblucational loan" means a government,
commercial, or foundation loan secured by an employee of a qualifying provider for actual costs paid for tuition,
training, and examinations; reasonable education, training, and field experience expenses; anderdiasmmpabl
expenses related to the employee's graduate or undergraduate education.

Subd.2. Provision of grants The commissioner shall make grants available to qualified providers of older
adult services Grants must be used by home and commtéisedservice providers to recruit and train staff
through the establishment of an employee scholagsiddoan forgivenedsind.

Subd.3. Eligibility . (a) Eligible providers must primarily provide services to individuals who are 65 years of
age and older imome and communitipased settings, including housing with services establishments as defined in
section 144D.01, subdivision 4ssisted living facilities as defined in section 144G.08, subdivisiaduit day care
as defined in section 245A.02, subdieis2a; and home care services as defined in section 144A.43, subdivision 3.

(b) Qualifying providers must establish a home and commin@ised services employee scholardmig loan
forgivenessprogram, as specified in subdivision ®roviders that redee funding under this section must use the
funds to award scholarships, tand to repay qualified educational loansesfiployees who work an average of at
least 16 hours per week for the provider.
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Subd.4. Home and community-based services employee sdaoship and loan forgivenesprogram. Each
qualifying provider under this section must propose a home and comrbasiéyl services employee scholarship
and loan forgivenesprogram Providers must establish criteria by which funds are to be distributeshg
employees At a minimum, the scholarshignd loan forgivenesprogram must cover employee coatyd repay
gualified educational loans of employaetated to a course of study that is expected to lead to career advancement
with the provider or in théeld of longterm care, including home care, care of persons with disabiltiesirsing
or management as a licensed assisted living director

Subd.5. Participating providers. The commissioner shall publish a request for proposals in the StastaReg
specifying provider eligibility requirements, criteria for a qualifying employee scholagsiiploan forgiveness
program, provider selection criteria, documentation required for program participation, maximum award amount,
and methods of evaluationThe commissioner must publish additional requests for proposals each year in which
funding is available for this purpose.

Subd.6. Application requirements. Eligible providers seeking a grant shall submit an application to the
commissioner Applicatons must contain a complete description of the employee scholarstilpan forgiveness
program being proposed by the applicant, including the need for the organization to enhance the education of its
workforce, the process for determining which emplsyedl be eligible for scholarshipgr loan repaymentany
other sources of funding for scholarships loan repaymentthe expected degrees or credentials eligible for
scholarship®or loan repaymenthe amount of funding sought for the scholarsigloan forgivenesgrogram, a
proposed budget detailing how funds will be spent, and plans for retaining eligible employees after completion of
their scholarshipr repayment of their loan

Subd.7. Selection process The commissioner shall determine axinaum award for grants and make grant
selections based on the information provided in the grant application, including the demonstrated need for an
applicant provider to enhance the education of its workforce, the proposed employee schaladshian
forgivenessselection process, the applicant's proposed budget, and other criteria as determined by the commissioner
Notwithstanding any law or rule to the contrary, funds awarded to grantees in a grant agreement do not lapse until
the grant agreement exes.

Subd.8. Reporting requirements. Participating providers shall submit an invoice for reimbursement and a
report to the commissioner on a schedule determined by the commissioner and on a form supplied by the
commissioner The report shall include ¢hamount spent on scholarshigsd loan repaymenthe number of
employees who received scholarshigpgsd the number of employees for whom loans were repaid, for each
scholarshipor loan forgivenessecipient, the name of the recipient, the currenttiposof the recipient, the amount
awardedor loan amount repajdhe educational institution attended, the nature of the educational program, and the
expected or actual program completion daluring the grant period, the commissioner may require atidcto
from grant recipients other information necessary to evaluate the program.

Sec.6. Minnesota Statutes 2020, section 144.1911, subdivision 4, is amended to read:

Subd.4. Career guidance and support services{a) The commissioner shall award grants to eligible nonprofit
organizationgand eligible postsecondary educational institutions, including the University of Minnesptayvide
career guidance and support services to immigrant international medical greshedMieg to enter the Minnesota
health workforce Eligible grant activities include the following:

(1) educational and career navigation, including information on training and licensing requirements for physician
and nonphysician health care professioasd guidance in determining which pathway is best suited for an
individual international medical graduate based on the graduate's skills, experience, resources, and interests;

(2) support in becoming proficient in medical English;
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(3) support in becomingroficient in the use of information technology, including computer skills and use of
electronic health record technology;

(4) support for increasing knowledge of and familiarity with the United States health care system;

(5) support for other foundatial skills identified by the commissioner;

(6) support for immigrant international medical graduates in becoming certified by the Educational Commission
on Foreign Medical Graduates, including help with preparation for required licensing examinatidirsaacdl

assistance for fees; and

(7) assistance to international medical graduates in registering with the program's Minnesota international
medical graduate roster.

Sec.7. Minnesota Statutes 2020, section 144.292, subdivision 6, is amended to read:

Subd.6. Cost (a) When a patient requests a copy of the patient's record for purposes of reviewing current
medical care, the provider must not chargeea fe

(b) When a provider or its representative makes copies of patient records upon a patient's request under this
section, the provider or its representative may charge the patient or the patient's representative no more than 75 cents
per page, plus $1fdr time spent retrieving and copying the records, unless other law or a rule or contract provide
for a lower maximum chargeThis limitation does not apply to-pays The provider may charge a patient no more
than the actual cost of reproducingays, plus no more than $10 for the time spent retrieving and copying the
X-rays.

(c) The respective maximum charges of 75 cents per page and $10 for time provided in this subdivision are in
effect for calendar year 1992 and may be adjusted annually eacharajead as provided in this subdivisiomhe
permissible maximum charges shall change each year by an amount that reflects the change, as compared to the
previous year, in the Consumer Price Index for all Urban Consumers, Minneap®eul (CPiU), puldished by
the Department of Labor.

(d) A provider or its representative may charge the $10 retrieval fee, but must not charge a per page fee to
provide copies of records requested by a patient or the patient's authorized representative if the request for copies of
records is for purposes @fppealing a denial of Social Security disability income or Social Security disability
benefits under title 1l or title XVI of the Social Security Act; except that no fee shall be charggedssapatient
who is receiving public assistancar;, to a patnt who is represented by an attorney on behalf of a civil legal
services program or a volunteer attorney program based on indigeocyhe purpose of further appeals, a patient
may receive no more than two medical record updates without charge, pubomhedical record information
previously not provided For purposes of this paragraph, a patient's authorized representative does not include units
of state government engaged in the adjudication of Social Security disability claims.

Sec.8. Minnesot Statutes 2020, section 144.497, is amended to read:
144.497 ST ELEVATION MYOCARDIAL INFARCTION.

The commissioner of health shall assasd-report-erthe quality of care provided in the state for ST elevation
myocardial infarction response and treatinérhe commissioner shall:

(1) utilize and analyze data provided by ST elevation myocardial infarction receiving centers to the ACTION
RegistryGet with the guidelines or an equivalent data platform that does not identify individuals or associate
specifc ST elevation myocardial infarction heart attack events with an identifiable indivahahl,
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) (2) coordinate to the extent possible with national voluntary health organizations involved in ST elevation
myocardial infarction heart attack quality improvement to encourage ST elevation myocardial infarction receiving
centers to report data consistent with nationally recognized guidelines on the treatment of individuals with
confirmed ST elevation myocardialfanction heart attacks within the state and encourage sharing of information
among health care providers on ways to improve the quality of care of ST elevation myocardial infarction patients in
Minnesota.

Sec.9. Minnesota Statutes 2021 Supplement, secti44.551, subdivision 1, is amended to read:

Subdivision 1 Restricted construction or modification. (a) The following construction or modification may
not be commenced:

(1) any erection, building, alteration, reconstruction, modernization, improveregtension, lease, or other
acquisition by or on behalf of a hospital that increases the bed capacity of a hospital, relocates hospital beds from
one physical facility, complex, or site to another, or otherwise results in an increase or redistridutigpital beds
within the state; and

(2) the establishment of a new hospital.
(b) This section does not apply to:

(1) construction or relocation within a county by a hospital, clinic, or other health care facility that is a national
referral centelengaged in substantial programs of patient care, medical research, and medical education meeting
state and national needs that receives more than 40 percent of its patients from outside the state of Minnesota,

(2) a project for construction or modificatidor which a health care facility held an approved certificate of need
on May 1, 1984, regardless of the date of expiration of the certificate;

(3) a project for which a certificate of need was denied before July 1, 1990, if a timely appeal resubtsler an
reversing the denial;

(4) a project exempted from certificate of need requirements by Laws 1981, chapter 200, section 2;

(5) a project involving consolidation of pediatric specialty hospital services within the MinneSp&tesul
metropolitanarea that would not result in a net increase in the number of pediatric specialty hospital beds among the
hospitals being consolidated;

(6) a project involving the temporary relocation of pediatrithopedic hospital beds to an existing licensed
hospitalthat will allow for the reconstruction of a new philanthropic, pediairtbopedic hospital on an existing
site and that will not result in a net increase in the number of hospital bpds completion of the reconstruction,
the licenses of both hospis must be reinstated at the capacity that existed on each site before the relocation;

(7) the relocation or redistribution of hospital beds within a hospital building or identifiable complex of
buildings provided the relocation or redistribution doesrasult in: (i) an increase in the overall bed capacity at
that site; (ii) relocation of hospital beds from one physical site or complex to another; or (iii) redistribution of
hospital beds within the state or a region of the state;
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(8) relocation or redtribution of hospital beds within a hospital corporate system that involves the transfer of
beds from a closed facility site or complex to an existing site or complex providedijhat: more than 50 percent
of the capacity of the closed facility iahsferred; (ii) the capacity of the site or complex to which the beds are
transferred does not increase by more than 50 percent; (iii) the beds are not transferred outside of a federal health
systems agency boundary in place on July 1, 1983; (iv) theat@o or redistribution does not involve the
construction of a new hospital building; and (v) the transferred beds are used first to replace within the hospital
corporate system the total number of beds previously used in the closed facility site axctimphental health
services and substance use disorder servioady after the hospital corporate system has fulfilled the requirements
of this item may the remainder of the available capacity of the closed facility site or complex be transfermgd for a
other purpose;

(9) a construction project involving up to 35 new beds in a psychiatric hospital in Rice County that primarily
serves adolescents and that receives more than 70 percent of its patients from outside the state of Minnesota;

(10) a projecto replace a hospital or hospitals with a combined licensed capacity of 130 beds or (Bdkef:
new hospital site is located within five miles of the current site; and (ii) the total licensed capacity of the
replacement hospital, either at the tiofeconstruction of the initial building or as the result of future expansion, will
not exceed 70 licensed hospital beds, or the combined licensed capacity of the hospitals, whichever is less;

(11) the relocation of licensed hospital beds from an exidiate facility operated by the commissioner of
human services to a new or existing facility, building, or complex operated by the commissioner of human services;
from one regional treatment center site to another; or from one building or site to a ndsting ®uilding or site
on the same campus;

(12) the construction or relocation of hospital beds operated by a hospital having a statutory obligation to
provide hospital and medical services for the indigent that does not result in a net increasernmoireof hospital
beds, notwithstanding section 144.552, 27 beds, of which 12 serve mental health needs, may be transferred from
Hennepin County Medical Center to Regions Hospital under this clause;

(13) a construction project involving the addition gf to 31 new beds in an existing nonfederal hospital in
Beltrami County;

(14) a construction project involving the addition of up to eight new beds in an existing nonfederal hospital in
Otter Tail County with 100 licensed acute care beds;

(15) aconstruction project involving the addition of 20 new hospital beds in an existing hospital in Carver
County serving the southwest suburban metropolitan area;

(16) a project for the construction or relocation of up to 20 hospital beds for the operatipntoftwo
psychiatric facilities or units for children provided that the operation of the facilities or units have received the
approval of the commissioner of human services;

(17) a project involving the addition of 14 new hospital beds to be usedHabititation services in an existing
hospital in Itasca County;

(18) a project to add 20 licensed beds in existing space at a hospital in Hennepin County that closed 20
rehabilitation beds in 2002, provided that the beds are used only for rehabilitatitve hospital's current
rehabilitation building If the beds are used for another purpose or moved to another location, the hospital's licensed
capacity is reduced by 20 beds;
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(19) a critical access hospital established under section 144.1483, clguaed($ection 1820 of the federal
Social Security Act, United States Code, title 42, section 189%nat delicensed beds since enactment of the
Balanced Budget Act of 1997, Public Law 183, to the extent that the critical access hospital does nott@eek
exceed the maximum number of beds permitted such hospital under federal law;

(20) notwithstanding section 144.552, a project for the construction of a new hospital in the city of Maple Grove
with a licensed capacity of up to 300 beds provided that:

(i) the project, including each hospital or health system that will own or control the entity that will hold the new
hospital license, is approved by a resolution of the Maple Grove City Council as of March 1, 2006;

(ii) the entity that will hold the newdspital license will be owned or controlled by one or morefoieprofit
hospitals or health systems that have previously submitted a plan or plans for a project in Maple Grove as required
under section 144.552, and the plan or plans have been foundrtah®epublic interest by the commissioner of
health as of April 1, 2005;

(iii) the new hospital's initial inpatient services must include, but are not limited to, medical and surgical
services, obstetrical and gynecological services, intensive careesererthopedic services, pediatric services,
noninvasive cardiac diagnostics, behavioral health services, and emergency room services;

(iv) the new hospital:

(A) will have the ability to provide and staff sufficient new beds to meet the growing netesMaple Grove
service area and the surrounding communities currently being served by the hospital or health system that will own
or control the entity that will hold the new hospital license;

(B) will provide uncompensated care;

(C) will provide mental health services, including inpatient beds;

(D) will be a site for workforce development for a broad spectrum of healttrelated occupations and have a
commitment to providing clinical training programs for physicians and other health caréguspvi

(E) will demonstrate a commitment to quality care and patient safety;
(F) will have an electronic medical records system, including physician order entry;
(G) will provide a broad range of senior services;
(H) will provide emergency medical seceis that will coordinate care with regional providers of trauma services
and licensed emergency ambulance services in order to enhance the continuity of care for emergency medical

patients; and

(1) will be completed by December 31, 2009, unless delayedrbymstances beyond the control of the entity
holding the new hospital license; and

(v) as of 30 days following submission of a written plan, the commissioner of health has not determined that the
hospitals or health systems that will own or control ehéty that will hold the new hospital license are unable to
meet the criteria of this clause;

(21) a project approved under section 144.553;
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(22) a project for the construction of a hospital with up to 25 beds in Cass County withimike 28dius of he
state AhGwah-Ching facility, provided the hospital's license holder is approved by the Cass County Board;

(23) a project for an acute care hospital in Fergus Falls that will increase the bed capacity from 108 to 110 beds
by increasing the rehabilitath bed capacity from 14 to 16 and closing a separately licensbddL8killed nursing
facility;

(24) notwithstanding section 144.552, a project for the construction and expansion of a specialty psychiatric
hospital in Hennepin County for up to 50 bedglesively for patients who are under 21 years of age on the date of
admission The commissioner conducted a public interest review of the mental health needs of Minnesota and the
Twin Cities metropolitan area in 2008lo further public interest reviewhall be conducted for the construction or
expansion project under this clause;

(25) a project for a 6ed psychiatric hospital in the city of Thief River Falls, if the commissioner finds the
project is in the public interest after the public interesteng\conducted under section 144.552 is complete;

(26)(i) a project for a 2ed psychiatric hospital, within an existing facility in the city of Maple Grove,
exclusively for patients who are under 21 years of age on the date of admission, if the camamissils the
project is in the public interest after the public interest review conducted under section 144.552 is complete;

(ii) this project shall serve patients in the continuing care benefit program under section 25@.8é380ject
may also servpatients not in the continuing care benefit program; and

(i) if the project ceases to participate in the continuing care benefit program, the commissioner must complete a
subsequent public interest review under section 144.55be project is foundhot to be in the public interest, the
license must be terminated six months from the date of that findihghe commissioner of human services
terminates the contract without cause or reduces per diem payment rates for patients under the conéinuing car
benefit program below the rates in effect for services provided on December 31, 2015, the project may cease to
participate in the continuing care benefit program and continue to operate without a subsequent public interest
review;

(27) a project involvig the addition of 21 new beds in an existing psychiatric hospital in Hennepin County that
is exclusively for patients who are under 21 years of age on the date of admission;

(28) a project to add 55 licensed beds in an existing safety net, level | tcantea hospital in Ramsey County
as designated under section 383A.91, subdivision 5, of which 15 beds are to be used for inpatient mental health and
40 are to be used for other servicés addition, five unlicensed observation mental health beds shallited;

(29) upon submission of a plan to the commissioner for public interest review under section 144.552 and the
addition of the 15 inpatient mental health beds specified in clause (28), to its bed capacity, a project to add 45
licensed beds in an esting safety net, level | trauma center hospital in Ramsey County as designated under section
383A.91, subdivision 5 Five of the 45 additional beds authorized under this clause must be designated for use for
inpatient mental health and must be addech&hospital's bed capacity before the remaining 40 beds are. added
Notwithstanding section 144.552, the hospital may add licensed beds under this clause prior to completion of the
public interest review, provided the hospital submits its plan by the @82dline and adheres to the timelines for
the public interest review described in section 144.852;

(30) upon submission of a plan to the commissioner for public interest review under section 144.552, a project to
add up to 30 licensed beds in an ergtpsychiatric hospital in Hennepin County that exclusively provides care to
patients who are under 21 years of age on the date of admidéawithstanding section 144.552, the psychiatric
hospital may add licensed beds under this clause prior to chonpte the public interest review, provided the
hospital submits its plan by the 2021 deadline and adheres to the timelines for the public interest review described in
section 144.552
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(31) a project to add licensed beds in a hospital in Cook County tfiais designated as a critical access
hospital under section 144.1483, clause (9), and United States Code, title 42, sectigh (iB9%s a licensed bed
capacity of fewer than 25 beds; and (iii) has an attached nursing home, so long as thentetalaf licensed beds
in the hospital after the bed addition does not exceed 25 beds; or

(32) upon submission of a plan to the commissioner for public interest review under section 144.552, a project to
add 22 licensed beds at a Minnesota freestandifidreh's hospital inSt. Paul that is part of an independent
pediatric health system with freestanding inpatient hospitals located in Minneapo$s. Badil The beds shall be
utilized for pediatric inpatient behavioral health servicéotwithstandingsection 144.552, the hospital may add
licensed beds under this clause prior to completion of the public interest review, provided the hospital submits its
plan by the 2022 deadline and adheres to the timelines for the public interest review descebigohii 44.552.

Sec.10. Minnesota Statutes 2020, section 144.565, subdivision 4, is amended to read:
Subd.4. Definitions. (a) For purposes of this section, the following terms have the meanings given

(b) "Diagnostic imaging facility" means a hfalcare facility that is not a hospital or location licensed as a
hospital which offers diagnostic imaging services in Minnesota, regardless of whether the equipment used to provide
the service is owned or leasedor the purposes of this section, diagiménaging facility includes, but is not
limited to, facilities such as a physician's office, clinic, mobile transport vehicle, outpatient imaging center, or
surgical center A dental clinic or office is not considered a diagnostic imaging facility ier gurpose of this
section when the clinic or office performs diagnostic imaging through dental cone beam computerized tomography.

(c) "Diagnostic imaging service” means the use of ionizing radiation or other imaging techniqgue on a human
patient including but not limited t9 magnetic resonance imaging (MRI) or computerized tomography ¢GiEY
than dental cone beam computerized tomographgitron emission tomography (PET), or single photon emission
computerized tomography (SPECT) scans using fixedapla, or mobile equipment.

(d) "Financial or economic interest" means a direct or indirect:

(1) equity or debt security issued by an entity, including, but not limited to, shares of stock in a corporation,
membership in a limited liability companipeneficial interest in a trust, units or other interests in a partnership,
bonds, debentures, notes or other equity interests or debt instruments, or any contractual arrangements;

(2) membership, proprietary interest, or-aenership with an individual, rgup, or organization to which
patients, clients, or customers are referred to; or

(3) employeremployee or independent contractor relationship, including, but not limited to, those that may
occur in a limited partnership, preBharing arrangement, other similar arrangement with any facility to which
patients are referred, including any compensation between a facility and a health care provider, the group practice of
which the provider is a member or employee or a related party with respect tothegnof

(e) "Fixed equipment" means a stationary diagnostic imaging machine installed in a permanent location.

(f) "Mobile equipment" means a diagnostic imaging machine in eceeliained transport vehicle designed to be
brought to a temporary offsitecation to perform diagnostic imaging services.

(g) "Portable equipment" means a diagnostic imaging machine designed to be temporarily transported within a
permanent location to perform diagnostic imaging services.

(h) "Provider of diagnostic imaging rséces" means a diagnostic imaging facility or an entity that offers and
bills for diagnostic imaging services at a facility owned or leased by the entity.



11870 JOURNAL OF THEHOUSE [98TH DAY

Sec.11. Minnesota Statutes 2020, section 144.586, is amended by adding a subdivision to read:

Suld. 4. Screening for eligibility for health coverage or assistance(a) A hospital must screen a patient who
is uninsured or whose insurance coverage status is not known by the hospital, for eligibility for charity care from the
hospital, eligibility forstate or federal public health care programs using presumptive eligibility or another similar
process, and eligibility for a premium tax credithe hospital must attempt to complete this screening process in
person or by telephone within 30 days after platient's admission to the hospital.

(b) If the patient is eligible for charity care from the hospital, the hospital must assist the patient in applying for
charity care and must refer the patient to the appropriate department in the hospital feufollow

(c) If the patient is presumptively eligible for a public health care program, the hospital must assist the patient in
completing an insurance affordability program application, help schedule an appointment for the patient with a
navigator organizatin, or provide the patient with contact information for navigator servidéshe patient is
eligible for a premium tax credit, the hospital may schedule an appointment for the patient with a navigator
organization or provide the patient with contacbimfiation for navigator services.

(d) A patient may decline to participate in the screening process, to apply for charity care, to complete an
insurance affordability program application, to schedule an appointment with a navigator organization, gtto acce
information about navigator services.

(e) For purposes of this subdivision:

(1) "hospital" means a private, nonprofit, or municipal hospital licensed under sections 144.50 to 144.56;

(2) "navigator" has the meaning given in section 62Vsobdivision 9;

(3) "premium tax credit” means a tax credit or premium subsidy under the federal Patient Protection and
Affordable Care Act, Public Law 11148, as amended, including the federal Health Care and Education
Reconciliation Act of 2010, Publitaw 111152, and any amendments to and federal guidance and regulations
issued under these acts; and

(4) "presumptive eligibility" has the meaning given in section 256B.057, subdivision 12.

EFFECTIVE DATE . This section is effective November 1, 2022.

Sec. 12. Minnesota Statutes 2020, section 144.6502, subdivision 1, is amended to read:

Subdivision 1 Definitions. (a) For the purposes of this section, the terms defined in this subdivision have the
meanings given.

(b) "Commissioner" means the commésr of health.
(c) "Department” means the Department of Health.

(d) "Electronic monitoring" means the placement and use of an electronic monitoring igiegicesidenin the
resident's room or private living unit in accordance with this section.

(e) "Electronic monitoring device" means a camera or other device that captures, records, or broadcasts audio,
video, or both, that is placed in a resident's room or private living unit and is used to monitor the resident or
activities in the room or privatéving unit.
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(f) "Facility" means a facility that is:
(1) licensed as a nursing home under chapter 144A;
(2) licensed as a boarding care home under sections 144.50 to 144.56;

(3) until August 1, 2021, a housing with services establishment registedst chapter 144D that is either
subject to chapter 144G or has a disclosed special unit under section 325F.72; or

(4) on or after August 1, 2021, an assisted living facility.
(9) "Resident" means a person 18 years of age or older residirfigditits.

(h) "Resident representative" means one of the following in the order of priority listed, to the extent the person
may reasonably be identified and located:

(1) a courtappointed guardian;
(2) a health care agent as defined in section 1456ubitlivision 2; or

(3) a person who is not an agent of a facility or of a home care provider designated in writing by the resident and
maintained in the resident's records on file with the facility.

Sec.13. Minnesota Statutes 2020, section 144.65anmended by adding a subdivision to read:
Subd.10a Designated support person for pregnant patient (a) A health care provider and a health care

facility must allow, at a minimum, one designated support person of a pregnant patient's choosing tacdléy phys
present while the patient is receiving health care services including during a hospital stay.

(b) For purposes of this subdivision, "designated support person" means any person necessary to provide
comfort to the patient including but not limited the patient's spouse, partner, family member, or another person
related by affinity Certified doulas and traditional midwives may not be counted toward the limit of one designated

support person.

Sec.14. Minnesota Statutes 2020, section 144.69msraded to read:
144.69 CLASSIFICATION OF DATA ON INDIVIDUALS.

Subdivision 1 Data collected by the cancer reporting system Notwithstanding any law to the contrary,
including section 13.05, subdivision 9, data collected on individuals by the csurseillancereportingsystem,
including the names and personal identifiers of persons required in section 144.68 to report, shall be private and may
only be used for the purposes set forth in this section and sections 144.671, 144.672, andAtAdiSclosure
other than is provided for in this section and sections 144.671, 144.672, and 144.68, is declared to be a misdemeanor
and punishable as suctexcept as provided by rule, and as part of an epidemiologic investigation, an officer or
employee of theommissioner of health may interview patients named in any such report, or relatives of any such
patient, only aftethe-censent-ofiotifying the attending physician, advanced practice registered nurse, or siggeon
obtained

Subd.2. Transfers of information to non-Minnesota state and federal government agencies (a)
Information containing personal identifiers collected by the cancer reporting system may be provided to the
statewide cancer registry of other states solely for the purposes consistetttisvsection and sections 144.671,
144.672, and 144.68, provided that the other state agrees to maintain the classification of the information as
provided under subdivision 1.
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(b) Information, excluding direct identifiers such as name, Social Secuntpér, telephone number, and street
address, collected by the cancer reporting system may be provided to the Centers for Disease Control and
Prevention's National Program of Cancer Registries and the National Cancer Institute's Surveillance, Epidemiology,
and End Results Program registry.

Sec.15. Minnesota Statutes 2021 Supplement, section 144.9501, subdivision 17, is amended to read:

Subd.17. Lead hazard reduction (a) "Lead hazard reduction" means abatememtab team servicesy
interim controlsundertaken to make a residence, child care facility, school, playground, or other location where lead
hazards are identified leahfe by complying with the lead standards and methods adopted under section 144.9508.

(b) Lead hazard reduction does not um# renovation activity that is primarily intended to remodel, repair, or
restore a given structure or dwelling rather than abate or contrebéesad! paint hazards.

(c) Lead hazard reduction does not include activities that disturb painted surfadethat

(1) less than 20 square feet (two square meters) on exterior surfaces; or

(2) less than two square feet (0.2 square meters) in an interior room.

Sec.16. Minnesota Statutes 2020, section 144.9501, subdivision 26a, is amended to read:
Subd.26a Regulated lead work {&)"Regulated lead work" means:
(1) abatement;

(2) interim controls;

(3) a clearance inspection;

(4) a lead hazard screen;

(5) a lead inspection;

(6) a lead risk assessment;

(7) lead project designer services;

(8) leadsampling technician services;

(9) swab team services;

(210) renovation activitiessf

(11) lead hazard reduction; or

&1 (12) activities performed to comply with lead orders issuedabgommunity—health-boardn assessing
agency

enovation
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2} si feet (0.6 irinteri _
Sec.17. Minnesota Statutes 2020, section 144.9501, subdivision 26b, is amended to read:
Subd.26h.  Renovation (a) "Renovation” means the modification of any {i®/8 affected propertjor
compensationthat results in the disturbance of known or presumeddeathining painted surfaces defined under
section 144.9508, unless that activity is performed as lead hazard reduétisanovation performed for the

purpose of converting a building or part ofbailding into an affected property is a renovation under this
subdivision.

(b) Renovation does not include activities that disturb painted surfaces that total:

(1) less than 20 square feet (two square meters) on exterior surfaces; or

(2) less than sizquare feet (0.6 square meters) in an interior room.

Sec.18. Minnesota Statutes 2020, section 144.9505, subdivision 1, is amended to read:

Subdivision 1 Licensing, certification, and permitting. (a) Fees collected under this section shall be
deposied into the state treasury and credited to the state government special revenue fund.

(b) Persons shall not advertise or otherwise present themselves as lead supervisors, lead workers, lead inspectors,
lead risk assessors, lead sampling technicians, gegjdct designers, renovation firms, or lead firms unless they
have licenses or certificates issued by the commissioner under this section.

(c) The fees required in this section for inspectors, risk assessors, and certified lead firms are waivedifor state
local government employees performing services for or as an assessing agency.

(d) An individual who is the owner of property on whigdgultatedtead-workead hazard reductiois to be
performed or an adult individual who is related to the propertyeoyas defined under section 245A.02, subdivision
13, is exempt from the requirements to obtain a license and pay a fee according to this section.

(e) A person that employs individuals to perforegulated—ead—workead hazard reduction, clearance
inspections, lead risk assessments, lead inspections, lead hazard screens, lead project designer services, lead
sampling technician services, and swab team seroigissde of the person's property must obtain certification as a
certified lead firm An individual who performs lead hazard reduction, lead hazard screens, lead inspections, lead
risk assessments, clearance inspections, lead project designer services, lead sampling technician services, swab team
services, and activities performed to comply with leadlers must be employed by a certified lead firm, unless the
individual is a sole proprietor and does not employ any other individtlasindividual is employed by a person
that does not perforregulated-lead-worlead hazard reduction, clearance edions, lead risk assessments, lead
inspections, lead hazard screens, lead project designer services, lead sampling technician services, and swab team
serviceutside of the person's propertyr the individual is employed by an assessing agency.

Sec.19. Minnesota Statutes 2020, section 144.9505, subdivision 1h, is amended to read:

Subd.1h. Certified renovation firm. A person whoemploys—individuals—to—perforrperformsrenovation
activities eutside-of the-person‘'s-properhust obtain certificatio as a renovation firmThe certificate must be in

writing, contain an expiration date, be signed by the commissioner, and give the name and address of the person to
whom it is issued A renovation firm certificate is valid for two yearsThe certificaion fee is $100, is
nonrefundable, and must be submitted with each applicatiimee renovation firm certificate or a copy of the
certificate must be readily available at the worksite for review by the contracting entity, the commissioner, and other
public health officials charged with the health, safety, and welfare of the state's citizens.
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Sec.20. Minnesota Statutes 2020, section 144A.01, is amended to read:
144A.01 DEFINITIONS.

Subdivision 1 Scope For the purposes of sections 144A.01 to 144At@& terms defined in this section have
the meanings given them.

Subd.2. Commissioner of health "Commissioner of health" means the state commissioner of health
established by section 144.011.

Subd.3. Board of Executivesfor Long Term Services andSupports. "Board of Executivegor Long Term
Services and Suppottmeans the Board of Executives for Long Term Services and Supports established by section
144A.109.

Subd.3a Certified. "Certified" means certified for participation as a provider ie Medicare or Medicaid
programs under title XVIII or XIX of the Social Security Act.

Subd.4. Controlling person. (a) "Controlling person” mearsy-public-body—governmental-ageney,-business

entity, an owner and the following individuals and entitiéspplicable:

(1) eachofficer of the organizationincluding the chief executive officer and the chief financial officer;

(2) thenursing home administratgior dire
lici : .

(3) any managerial official

(b) "Controlling person” also means apwtity or naturaperson whe-directly-orindirectly—beneficially-ewns

anyhas any direct or indirect ownersthigerest in:

(1) any corporation, partnership or othesimgss association which is a controlling person;
(2) the land on which a nursing home is located;
(3) the structure in which a nursing home is located;

(4) anyentity with at least a five percemtortgage, contract for deedieed of trustor otherebligation-secured-in
whoele-erpart-bysecurity interest imhe land or structure comprising a nursing home; or

(5) any lease or sublease of the land, structure, or facilities comprising a nursing home.
{b) (c) "Controlling person" does not include:

(1) a bank, savings bank, trust company, savings association, credit union, industrial loan and thrift company,
investment banking firm, or insurance company unless the entity directly or through a subsidiary operates a nursing
home;

(2) government and govamentsponsored entities such as the United States Department of Housing and Urban
Development, Ginnie Mae, Fannie Mae, Freddie Mac, and the Minnesota Housing Finance Agency which provide
loans, financing, and insurance products for housing sites;




98TH DAY] THURSDAY, APRIL 28,2022 11875

£2) (3) an individualwho is astateor federalofficial o, astateor federalemployee, or a member or employee of
the governing body of a political subdivision of the statgeh or federal government thaiperates one or more
nursing homes, unless the indivadus also an officepr-director-of-a owner, or managerial official of thaursing

home, receives any remuneration from a nursing homewas-any-of the-beneficial-interestdo is a controlling

persomot otherwiseexcluded in this subdivision;

£3) (4) a natural person who |s a member of a—eagmpt organization under section 290.05, subd|V|5|on 2,
unless the individual is alse , ,
controlling persomototherwseexcludei in this subd|V|S|on and

4 (5) a natural person who owns less than five percent of the outstanding common shares of a corporation:
(i) whose securities are exempt by virtue of section 80A.45, clause (6); or
(i) whose transactions are exempt bywértof section 80A.46, clause (7).

Subd.4a Emergency "Emergency" means a situation or physical condition that creates or probably will create
an immediate and serious threat to a resident's health or safety.

Subd.5. Nursing home "Nursing home'means a facility or that part of a facility which provides nursing care
to five or more persons'Nursing home" does not include a facility or that part of a facility which is a hospital, a
hospital with approved swing beds as defined in section 144ch6&;, doctor's office, diagnostic or treatment
center, or a residential program licensed pursuant to sections 245A.01 to 245A.16 or 252.28.

Subd.6. Nursing care. "Nursing care” means health evaluation and treatment of patients and residents who are
not in need of an acute care facility but who require nursing supervision on an inpatienflibast®ommissioner of
health may by rule establish levels of nursing care.

Subd.7. Uncorrected violation. "Uncorrected violation" means a violation of a stator rule or any other
deficiency for which a notice of noncompliance has been issued and fine assessed and allowed to be recovered
pursuant to section 144A.10, subdivision 8.

Subd.8. Managerial employeeofficial. "Managerialemployeeofficial" meansan employee-of-dndividual
who has the decisiemaking authority related to the operation of thesing homeashese-duties-includand the

responsibility for either:(1) the ongoing management of the nursing home; ahéllirection oseme-orall-othe
management-grolicies services, or employee$ the nursing home.

Subd.9. Nursing home administrator. "Nursing home administrator" means a person who administers,
manages, supervises, or is in general administrative charge of a nursingaatiesr or not the individual has an
ownership interest in the home, and whether or not the person's functions and duties are shared with one or more
individuals, and who is licensed pursuant to section 144A.21.

Subd.10. Repeated violation "Repeated wlation" means the issuance of two or more correction orders,
within a 12month period, for a violation of the same provision of a statute or rule.

Subd.11. Change of ownership "Change of ownership" means a change in the licensee.

Subd.12. Direct ownership interest "Direct ownership interest" means an individual or legal entity with the
possession of at least five percent equity in capital, stock, or profits of the licensee or who is a member of a limited
liability company of the licensee.
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Subd.13. Indirect ownership interest. "Indirect ownership interest" means an individual or legal entity with a
direct ownership interest in an entity that has a direct or indirect ownership interest of at least five percent in an
entity that is a licensee.

Subd.14. Licensee "Licensee" means a person or legal entity to whom the commissioner issues a license for a
nursing home and who is responsible for the management, control, and operation of the nursing home.

Subd.15. Management agreement "Managemehagreement” means a written, executed agreement between a
licensee and manager regarding the provision of certain services on behalf of the licensee.

Subd.16. Manager. "Manager" means an individual or legal entity designated by the licensee through a
management agreement to act on behalf of the licensee in-Hie ananagement of the nursing home.

Subd.17. Owner. "Owner" means: (1) an individual or legal entity that has a direct or indirect ownership
interest of five percent or more in a liceasand (2) for purposes of this chapter, owner of a nonprofit corporation
means the president and treasurer of the board of directors; and (3) for an entity owned by an employee stock
ownership plan, owner means the president and treasurer of the éntitvernment entity that is issued a license
under this chapter shall be designated the owner.

EFFECTIVE DATE . This section is effective August 1, 2022.

Sec.21. Minnesota Statutes 2020, section 144A.03, subdivision 1, is amended to read:

Subdivision1. Form; requirements. (@) The commissioner of health by rule shall establish forms and
procedures for the processing of nursing home license applications

(b) An application for a nursing home license shall incltriefollowing-information

(1) therameshusiness namanda
be licensedegal entity name of the licensee

acility to

(2) thestreetaddressmailing addressand legal property description of the facility;

(3) the namese-mail addresses, telephone numbers, and mailing addresses of all owners, controlling persons,
managerial officials, and the nursing home administrator;

(4) the name and-mailaddress of the managing agent and manager, if applicable;

(5) the licensed bed capacity;

(6) the license fee in the amount specified in section 144.122;

(7) documentation of compliance with the background study requirements in section 144.057 for the owner,
controlling persons, and managerial officialSach appkation for a new license must include documentation for
the applicant and for each individual with five percent or more direct or indirect ownership in the applicant;

£3) (8) a copy of the architectural and engineering plans and specifications of tliy fasiprepared and
certified by an architect or engineer registered to practice in this state;



98TH DAY] THURSDAY, APRIL 28,2022 11877

(9) a representative copy of the executed lease agreement between the landlord and the licensee, if applicable;

(10) a representative copy of the manageagreement, if applicable;

(11) a representative copy of the operations transfer agreement or similar agreement, if applicable;

(12) an organizational chart that identifies all organizations and individuals with an ownership interest in the
licensee ofive percent or greater and that specifies their relationship with the licensee and with each other;

(13) whether the applicant, owner, controlling person, managerial official, or nursing home administrator of the
facility has ever been convicted of:

(i) a crime or found civilly liable for a federal or state feldayel offense that was detrimental to the best
interests of the facility and its residents within the last ten years preceding submission of the license application
Offenses include: (A) felony crimes against persons and other similar crimes for which the individual was
convicted, including quilty pleas and adjudicated pretrial diversions; (B) financial crimes such as extortion,
embezzlement, income tax evasion, insurance fraud, and othdarscrimes for which the individual was
convicted, including quilty pleas and adjudicated pretrial diversions; (C) any felonies involving malpractice that
resulted in a conviction of criminal neglect or misconduct; and (D) any felonies that wouldimeguttandatory
exclusion under section 1128(a) of the Social Security Act;

(ii) any misdemeanor under federal or state law related to the delivery of an item or service under Medicaid or a
state health care program or the abuse or neglect of a pat@niriaction with the delivery of a health care item or
Service;

(iii) any misdemeanor under federal or state law related to theft, fraud, embezzlement, breach of fiduciary duty,
or other financial misconduct in connection with the delivery of a healthteaneor service;

(iv) any felony or misdemeanor under federal or state law relating to the interference with or obstruction of any
investigation into any criminal offense described in Code of Federal Requlations, title 42, section 1001.101 or
1001.201; 0

(v) any felony or misdemeanor under federal or state law relating to the unlawful manufacture, distribution,
prescription, or dispensing of a controlled substance;

(14) whether the applicant, owner, controlling person, managerial official, or nuiming ddministrator of the
facility has had:

(i) any revocation or suspension of a license to provide health care by any state licensing aultmsity
includes the surrender of the license while a formal disciplinary proceeding was pending befordicessite

authority;

(ii) any revocation or suspension of accreditation; or

(iii) any suspension or exclusion from participation in, or any sanction imposed by, a federal or state health care
program or any debarment from participation in any federatéxe branch procurement or nonprocurement

program;
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(15) whether in the preceding three years the applicant or any owner, controlling person, managerial official, or
nursing home administrator of the facility has a record of defaulting in the paymemnefy collected for others,
including the discharge of debts through bankruptcy proceedings;

(16) the signature of the owner of the licensee or an authorized agent of the licensee;

(17) identification of all states where the applicant or individual liawnfive percent or more ownership
currently or previously has been licensed as an owner or operator of-tetongare, communithased, or health
care facility or agency where the applicant's or individual's license or federal certification has bieelh den
suspended, restricted, conditioned, refused, not renewed, or revoked under a privatecontstalied receivership
or where these same actions are pending under the laws of any state or federal authority; and

) (18) any other relevarinformation which the commissioner of health by rule or otherwise may determine is
necessary to properly evaluate an application for license.

(c) A controlling person which is a corporation shall submit copies of its articles of incorporation and bylaws
and any amendments thereto as they occur, together with the names and addresses of its officers andAdirectors
controlling person which is a foreign corporation shall furnish the commissioner of health with a copy of its

cert|f|cate of authorlty to do lsiness in this stateAn—apphea%en—en—beh&Lf—ef—a—eentreumg—pepsen—WmGMS a

o—officers or

EFFECTIVE DATE . This sectioris effective August 1, 2022.

Sec.22. Minnesota Statutes 2020, section 144A.04, subdivision 4, is amended to read:

Subd.4. Controlling person restrictions. (a) Thecommissioner has discretion to bar aontrolling persons
of a nursing homenay-netinclude—anyif the personwhe was a controlling person @retherany othernursing
home during—anyperiod-of-timeassisted living facility, longerm care or health care facility, or agerinythe
previous tweyear periocand

(1) duringwhich that perod of time ef-control-that-other-nursing—hentbe facility or agencyincurred the
following number of uncorrected or repeated violations:

(i) two or more uncorrected violations or one or more repeated violations which created an imminent risk to
direct residentor clientcare or safety; or

(ii) four or more uncorrected violations or two or more repeated violabbasy-rature-for-which-the-fines-are
in-the-four-highest-daily-fine-categoriesprescribed-in tlidd created an imminent risk to direct desit or client

care or safetyor

(2) whe during that period of timewas convicted of a felony or gross misdemeanor thidtesrelatedto
operation of theursing-hemdacility or agencyor directlyaffectsaffectedresident safety or carduring-thaperiod

(b) The provisions of this subdivision shall not apply to any controlling person who had no legal authority to
affect or change decisions related to the operation of the nursing home which incurred the uncorrected violations.

(c) When the commsgoner bars a controlling person under this subdivision, the controlling person has the right
to appeal under chapter 14.
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Sec.23. Minnesota Statutes 2020, section 144A.04, subdivision 6, is amended to read:

Subd.6. Managerial emploeyeeofficial or licensed administrator; employment prohibitions. A nursing
home may not employ as a managegaipleyeeofficial or as its licensed administrator any person who was a
managerialemployeeofficial or the licensed administrator of another facility during angiogeof time in the
previous tweyear period:

() during which time of employment that other nursing home incurred the following number of uncorrected
violations which were in the jurisdiction and control of the managensdloyeeofficial or the adminisator:

(i) two or more uncorrected violatiores
directresident-care-orsafetyr

(i) four or more uncorrected violations or two or more repeated violations of any nature for whitteshare
in the four highest daily fine categories prescribed in rule; or

(2) who was convicted of a felony or gross misdemeanor that relates to operation of the nursing home or directly
affects resident safety or care, during that period.

EFFECTIVE DA TE. This section is effective August 1, 2022.

Sec.24. Minnesota Statutes 2020, section 144A.06, is amended to read:

144A.06 TRANSFER OFNFERESTS LICENSE PROHIBITED .

Subdrvrsron 1 Netree—e*mra%ren—ef—heenseTransfers prohrbrted Any—eentre”mgpersen—whe—m&ke&any
ntare a-ho er-within 14

and shall
interest
he-facility is
ermining- that the
in which
he-license

, brsing

tiolh nursing

home Ircense may not be transferred

Subd.2. RelicensureNew license required; change of ownership (a) The commissioner of health by rule

shaII prescrrbe procedures ﬁmtheensurehcensureurxjer this sectron Iheeemmrssrener—e#—health—shal#reheense a
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(b) A new license is required and the prospeditensee must apply for a license prior to operating a currently
licensed nursing homeThe licensee must change whenever one of the following events occur:

(1) the form of the licensee's legal entity structure is converted or changed to a differeni gga entity
structure;

(2) the licensee dissolves, consolidates, or merges with another legal organization and the licensee's legal
organization does not survive;

(3) within the previous 24 months, 50 percent or more of the licensee's owrngtstept is transferred, whether
by a single transaction or multiple transactions to:

(i) a different person; or

(i) a person who had less than a five percent ownership interest in the facility at the time of the first transaction; or

(4) any other evdt or combination of events that results in a substitution, elimination, or withdrawal of the
licensee's responsibility for the facility.

Subd.3. Compliance. The commissioner must consult with the commissioner of human services regarding the
history offinancial and cost reporting compliance of the prospective licensee and prospective licensee's financial
operations in_any nursing home that the prospective licensee or any controlling person listed in the license
application has had an interest in.

Subd 4. Facility operation. The current licensee remains responsible for the operation of the nursing home
until the nursing home is licensed to the prospective licensee.

EFFECTIVE DATE . This section is effective August 1, 2022.

Sec.25. [144A.32] CONSDERATION OF APPLICATIONS.

(a) Before issuing a license or renewing an existing license, the commissioner shall consider an applicant's
compliance history in providing care in a facility that provides care to children, the elderly, ill individuals, or
individuals with disabilities.

(b) The applicant's compliance history shall include repeat violations, rule violations, and any license or
certification involuntarily suspended or terminated during an enforcement process.

(c) The commissioner may deny, regQlsuspend, restrict, or refuse to renew the license or impose conditions if:

(1) the applicant fails to provide complete and accurate information on the application and the commissioner
concludes that the missing or corrected information is neededeiet if a license is granted;

(2) the applicant, knowingly or with reason to know, made a false statement of a material fact in an application
for the license or any data attached to the application or in any matter under investigatioddpattraent;

(3) the applicant refused to allow agents of the commissioner to inspect the applicant's books, records, files
related to the license application, or any portion of the premises;
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(4) the applicant willfully prevented, interfered with, or atjged to impede in any way:

(i) the work of any authorized representative of the commissioner, the ombudsman fterioncare, or the
ombudsman for mental health and developmental disabilities; or

(ii) the duties of the commissioner, local law en@ament, city or county attorneys, adult protection, county case
managers, or other local government personnel;

(5) the applicant has a history of noncompliance with federal or state regulations that were detrimental to the
health, welfare, or safety of asident or a client; or

(6) the applicant violates any requirement in this chapter or chapter 256R.

(d) If a license is denied, the applicant has the reconsideration rights available under chapter 14.

EFFECTIVE DATE . This section is effective August 2022.

Sec.26. Minnesota Statutes 2020, section 144A.4799, subdivision 1, is amended to read:

Subdivision 1 Membership. The commissioner of health shall appaoéight 13 persons to a home care and
assisted living program advisory council consistifighe following:

(1) threetwo public members as defined in section 214.02 who shall be persons who are currently receiving
home care services, persons who have received home care services within five years of the application date, persons
who have famiy members receiving home care services, or persons who have family members who have received
home care services within five years of the application date;

(2) threetwo Minnesota home care licensees representing basic and comprehensive levels of kdemsnas
be a managerial official, an administrator, a supervising registered nurse, or an unlicensed personnel performing
home care tasks;

(3) one member representing the Minnesota Board of Nursing;

(4) one member representing the Office of Ombudsman for-I@nm Careand

(5) one member representing the Office of Ombudsman for Mental Health and Developmental Disabilities;

5) (6) beginning July 1, 2021, one member of a county health and humaeceseov county adult protection
office:;

(7) two Minnesota assisted living facility licensees representing assisted living facilities and assisted living
facilities with dementia care levels of licensure who may be the facility's assisted living dimeemagerial official,
or clinical nurse supervisor;

(8) one organization representing let@gm care providers, home care providers, and assisted living providers in
Minnesota; and

(9) two public members as defined in section 214.08e public memberhall be a person who either is or has
been a resident in an assisted living facility and one public member shall be a person who has or had a family
member living in an assisted living facility setting.
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Sec.27. Minnesota Statutes 2020, section 144A.4&ddivision 3, is amended to read:

Subd.3. Duties. (a) At the commissioner's request, the advisory council shall provide advice regarding
regulations of Department of Health licensassisted living andhome care providers in this chapter, including
advice on the following:

(1) community standards for home care practices;
(2) enforcement of licensing standards and whether certain disciplinary actions are appropriate;

(3) ways of distributing informadin to licensees and consumers of home care and assisted dériviges
defined under chapter 144G

(4) training standards;

(5) identifying emerging issues and opportunities in home care and assistegdimites defined under chapter
144G

(6) identifying the use of technology in home and telehealth capabilities;

(7) allowable home care licensing modifications and exemptions, including a method for an integrated license
with an existing license for rural licensed nursing homes to provide dinfitane care services in an adjacent
independent living apartment building owned by the licensed nursing home; and

(8) recommendations for studies using the data in section 62U.04, subdivision 4, including but not limited to
studies concerning costs reldt® dementia and chronic disease among an elderly population over 60 and additional
long-term care costs, as described in section 62U.10, subdivision 6.

(b) The advisory council shall perform other duties as directed by the commissioner.

(c) The advisoy council shall annually make recommendations to the commissioner for the purposes in section
144A.474, subdivision 11, paragraph (ifhe recommendations shall address ways the commissioner may improve
protection of the public under existing statutes kEwves and include but are not limited to projects that create and
administer training of licensees and their employees to improve residents' lives, supporting ways that licensees can
improve and enhance quality care and ways to provide technical assisidicensees to improve compliance;
information technology and data projects that analyze and communicate information about trends of violations or
lead to ways of improving client care; communications strategies to licensees and the public; and jettisropro
pilots that benefit clients, families, and the public.

Sec.28. Minnesota Statutes 2020, section 144A.75, subdivision 12, is amended to read:

Subd 12. Palllatlve care. "Palliative care meanshe—tetal—aetwe—eare—ef—paﬂem—whese—dlse‘m

preblems—ls—parameumpeuallzed medlcal care for people Ilvmq Wlth a serious |Ilness Ghr‘mianq condltlon

This type of caras focused on reducing the pain, symptoms, and stress of a serious illness or cordiliiative

care is a tearbased approach to care, providing essential support at any age or stage of a serious illness or
condition, and is often provided togethettiweurative treatmentThe goal of palliative care ihe-achievementof
the-best-quality-of life-for patients-and-theirfamiltesmprove gquality of life for both the patient and the patient's

family or care partner
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Sec.29. Minnesota Statutes 202€ection 144G.08, is amended by adding a subdivision to read:

Subd.62a Serious injury. "Serious injury” has the meaning given in section 245.91, subdivision 6.

Sec.30. Minnesota Statutes 2020, section 144G.15, is amended to read:
144G.15CONSIDERATION OF APPLICATIONS.
(a) Before issuing a provisional license or license or renewing a license, the commissioner shall consider an

applicant's compliance history in providing carethis state or any other state anfacility that provides carto
children, the elderly, ill individuals, or individuals with disabilities.

(b) The applicant's compliance history shall include repeat violation, rule violations, and any license or
certification involuntarily suspended or terminated during an enfagnéprocess.

(c) The commissioner may deny, revoke, suspend, restrict, or refuse to renew the license or impose conditions if:

(1) the applicant fails to provide complete and accurate information on the application and the commissioner
concludes that thmnissing or corrected information is needed to determine if a license shall be granted;

(2) the applicant, knowingly or with reason to know, made a false statement of a material fact in an application
for the license or any data attached to the applicatian any matter under investigation by the department;

(3) the applicant refused to allow agents of the commissioner to inspect its books, records, and files related to the
license application, or any portion of the premises;

(4) the applicant willflly prevented, interfered with, or attempted to impede in any wgythe work of any
authorized representative of the commissioner, the ombudsman fetelongare, or the ombudsman for mental
health and developmental disabilities; or (ii) the dutiethefcommissioner, local law enforcement, city or county
attorneys, adult protection, county case managers, or other local government personnel;

(5) the applicantowner, controlling individual, managerial official, or assisted living director for thktyabas
a history of noncompliance with federal or state regulations that were detrimental to the health, welfare, or safety of
a resident or a client; or

(6) the applicant violates any requirement in this chapter.

(d) If a license is denied, the apgnt has the reconsideration rights available under section 144G.16,
subdivision 4.

Sec.31. Minnesota Statutes 2020, section 144G.17, is amended to read:
144G.17 LICENSE RENEWAL.
A license that is not a provisional license may be renewed for a genigto one year if the licensee:

(1) submits an application for renewal in the format provided by the commissioner at least 60 calendar days
before expiration of the license;
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(2) submits the renewal fee under section 144G.12, subdivision 3;

(3) submitsthe late fee under section 144G.12, subdivision 4, if the renewal application is received less than 30
days before the expiration date of the license or after the expiration of the license;

(4) provides information sufficient to show that the applicant meets the requirements of licensure, including
items required under section 144G.12, subdivisicand,

(5) provides information sufficient to show the licensee provided assisted livingesetwiat least one resident
during the immediately preceding license year and at the assisted living facility listed on the license; and

{5) (6) provides any other information deemed necessary by the commissioner.
Sec.32. Minnesota Statutes 2020, sectil44G.19, is amended by adding a subdivision to read:
Subd.4. Change of licensee Notwithstanding any other provision of law, a change of licensee under

subdivision 2 does not require the facility to meet the design requirements of section 14d4kdidhsiens 4 to 6,
or 144G.81, subdivision 3.

Sec.33. Minnesota Statutes 2020, section 144G.20, subdivision 1, is amended to read:
Subdivision 1 Conditions. (a) The commissioner may refuse to grant a provisional license, refuse to grant a
licenseas a result of a change in ownership, refuse to renew a license, suspend or revoke a license, or impose a

conditional license if the owner, controlling individual, or employee of an assisted living facility:

(1) is in violation of, or during the term ofi¢ license has violated, any of the requirements in this chapter or
adopted rules;

(2) permits, aids, or abets the commission of any illegal act in the provision of assisted living services;
(3) performs any act detrimental to the health, safety, andnsedf a resident;
(4) obtains the license by fraud or misrepresentation;

(5) knowingly makes a false statement of a material fact in the application for a license or in any other record or
report required by this chapter;

(6) denies representatives tfe department access to any part of the facility's books, records, files, or
employees;

(7) interferes with or impedes a representative of the department in contacting the facility's residents;
(8) interferes with or impedes ombudsman access accotalisgction 256.9742, subdivision dr interferes

with or impedes access by the Office of Ombudsman for Mental Health and Developmental Disabilities according to
section 245.94, subdivision 1
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(9) interferes with or impedes a representative of the depatrtimehe enforcement of this chapter or fails to
fully cooperate with an inspection, survey, or investigation by the department;

(10) destroys or makes unavailable any records or other evidence relating to the assisted living facility's
compliance withhis chapter;

(112) refuses to initiate a background study under section 144.057 or 245A.04;

(12) fails to timely pay any fines assessed by the commissioner;

(13) violates any local, city, or township ordinance relating to housing or assisted livinggservi

(14) has repeated incidents of personnel performing services beyond their competency level; or

(15) has operated beyond the scope of the assisted living facility's license category.

(b) A violation by a contractor providing the assisted living e of the facility is a violation by the facility.

Sec.34. Minnesota Statutes 2020, section 144G.20, subdivision 4, is amended to read:

Subd.4. Mandatory revocation. Notwithstanding the provisions of subdivision 13, paragraph (a), the
commissionemust revoke a license if a controlling individual of the facility is convicted of a felony or gross
misdemeanor that relates to operation of the facility or directly affects resident safety.oi bareommissioner

shall notify the facility and the Offe of Ombudsman for Lorgerm Careand the Office of Ombudsman for
Mental Health and Developmental Disabilit®® calendar days in advance of the date of revocation.

Sec.35. Minnesota Statutes 2020, section 144G.20, subdivision 5, is amended to read:

Subd.5. Owners and managerial officials; refusal to grant license (a) The owners and managerial officials
of a facility whose Minnesota license has not been renewed or Whiesesetalicensein this state or any other
statehas been revoked becausenohcompliance with applicable laws or rules shall not be eligible to apply for nor
will be granted an assisted living facility license under this chapter or a home care provider license under chapter
144A, or be given status as an enrolled personal csistance provider agency or personal care assistant by the
Department of Human Services under section 256B.0659, for five years following the effective date of the
nonrenewal or revocationif the owners or managerial officials already have enrollmexttist the Department of
Human Services shall terminate that enroliment.

(b) The commissioner shall not issue a license to a facility for five years following the effective date of license
nonrenewal or revocation if the owners or managerial officials, including any individual who was an owner or
managerial official of anothdicensed provider, hadMinnesetaicensein this state or any other stdteat was not
renewed or was revoked as described in paragraph (a).

(c) Notwithstanding subdivision 1, the commissioner shall not renew, or shall suspend or revoke, the license of a
facility that includes any individual as an owner or managerial official who was an owner or managerial official of a
facility whoseMinnesetalicensein this state or any other stateas not renewed or was revoked as described in
paragraph (a) for five years following the effective date of the nonrenewal or revocation.

(d) The commissioner shall notify the facility 30 calendar days in adw#ribe date of nonrenewal, suspension,
or revocation of the license.
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Sec.36. Minnesota Statutes 2020, section 144G.20, subdivision 8, is amended to read:

Subd.8. Controlling individual restrictions . (a) The commissioner has discretion to bar any rotlimg
individual of a facility if the person was a controlling individual of any other nursing hbome care provider
licensed under chapter 144A, or given status as an enrolled personal care assistance provider agency or personal care
assistant by th®epartment of Human Services under section 256B.0@58ssisted living facility in the previous
two-year period and:

(1) during that period of time the nursing hqrheme care provider licensed under chapter 144A, or given status
as an enrolled persdneare assistance provider agency or personal care assistant by the Department of Human
Services under section 256B.065%, assisted living facility incurred the following number of uncorrected or
repeated violations:

(i) two or more repeated violatiotisat created an imminent risk to direct resident care or safety; or
(ii) four or more uncorrected violations that created an imminent risk to direct resident care or safety; or

(2) during that period of time, was convicted of a felony or gross misdemtetaelated to the operation of
the nursing homehome care provider licensed under chapter 144A, or given status as an enrolled personal care
assistance provider agency or personal care assistant by the Department of Human Services under section
256B.059,or assisted living facility, or directly affected resident safety or care.

(b) When the commissioner bars a controlling individual under this subdivision, the controlling individual may
appeal the commissioner's decision under chapter 14.

Sec.37. Minnesota Statutes 2020, section 144G.20, subdivision 9, is amended to read:

Subd.9. Exception to controlling individual restrictions. Subdivision 8 does not apply to any controlling
individual of the facility who had no legal authority to affect oamtpe decisions related to the operation of the
nursing homet, assisted living facilityor home car¢hat incurred the uncorrected repeatediolations.

Sec.38. Minnesota Statutes 2020, section 144G.20, subdivision 12, is amended to read:

Subd.12. Notice to residents (a) Within five business days after proceedings are initiated by the
commissioner to revoke or suspend a facility's license, or a decision by the commissioner not to renew a living
facility's license, the controlling individual ofie facility or a designee must provide to the commissiandrthe
ombudsman for longerm care and the Office of Ombudsman for Mental Health and Developmental Disabilities
the names of residents and the names and addresses of the residents' desigregedtatives and legal
representatives, and family or other contacts listed in the assisted living contract.

(b) The controlling individual or designees of the facility must provide updated information each month until the
proceeding is concludedIf the controlling individual or designee of the facility fails to provide the information
within this time, the facility is subject to the issuance of:

(1) a correction order; and

(2) a penalty assessment by the commissioner in rule.

(c) Notwithstanding gbdivisions 21 and 22, any correction order issued under this subdivision must require that
the facility immediately comply with the request for information and that, as of the date of the issuance of the

correction order, the facility shall forfeit to tlstate a $500 fine the first day of noncompliance and an increase in
the $500 fine by $100 increments for each day the noncompliance continues.
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(d) Information provided under this subdivision may be used by the commissigndre ombudsman for
long-termcare_or the Office of Ombudsman for Mental Health and Developmental DisabditigSor the purpose
of providing affected consumers information about the status of the proceedings.

(e) Within ten business days after the commissioner initiates progsettirrevoke, suspend, or not renew a
facility license, the commissioner must send a written notice of the action and the process involved to each resident
of the facility, legal representatives and designated representatives, and at the commissicregios délditional
resident contacts.

(f) The commissioner shall provide the ombudsman for-keingn careand the Office of Ombudsman for Mental
Health and Developmental Disabiliti@gth monthly information on the department's actions and the statilne of
proceedings.

Sec.39. Minnesota Statutes 2020, section 144G.20, subdivision 15, is amended to read:

Subd.15. Plan required. (a) The process of suspending, revoking, or refusing to renew a license must include
a plan for transferring affected rdents' cares to other providers by the facilihe commissioner shall monitor
the transfer plan Within three calendar days of being notified of the final revocation, refusal to renew, or
suspension, the licensee shall provide the commissioner, thadeacies as defined in section 256B.0911, county
adult protection and case managesseg the ombudsman for loagrm care and the Office of Ombudsman for
Mental Health and Developmental Disabilitigih the following information:

(1) a list of all remlents, including full names and all contact information on file;

(2) a list of the resident's legal representatives and designated representatives and family or other contacts listed
in the assisted living contract, including full names and all contémtrnation on file;

(3) the location or current residence of each resident;
(4) the payor sources for each resident, including payor source identification numbers; and
(5) for each resident, a copy of the resident's service plan and a list of theftgpegces being provided.

(b) The revocation, refusal to renew, or suspension notification requirement is satisfied by mailing the notice to
the address in the license recoithe licensee shall cooperate with the commissioner and the lead agenamg, co
adult protection and case managesseg the ombudsman for loagrm care and the Office of Ombudsman for
Mental Health and Developmental Disabilitidsiring the process of transferring care of residents to qualified
providers Within three calendadays of being notified of the final revocation, refusal to renew, or suspension
action, the facility must notify and disclose to each of the residents, or the resident's legal and designated
representatives or emergency contact persons, that the commmigsitaking action against the facility's license by
providing a copy of the revocation, refusal to renew, or suspension notice issued by the commigsienéacility
does not comply with the disclosure requirements in this section, the commisgiafiarotify the residents, legal
and designated representatives, or emergency contact persons about the actions beihgadlkagencies, county
adult protection and case managers, and the Office of Ombudsman fofTeongCare may also provide this
information The revocation, refusal to renew, or suspension notice is public data except for any private data
contained therein.

(c) A facility subject to this subdivision may continue operating while residents are being transferred to other
service proiders.
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Sec.40. Minnesota Statutes 2020, section 144G.30, subdivision 5, is amended to read:

Subd.5. Correction orders. (a) A correction order may be issued whenever the commissioner finds upon
survey or during a complaint investigation that a fagilh managerial officialan _agent of the facilitypr an
employee of the facility is not in compliance with this chapf€he correction order shall cite the specific statute
and document areas of noncompliance and the time allowed for correction.

(b) The commissioner shall mail @-mail copies of any correction order to the facility within 30 calendar days
after the survey exit date A copy of each correction order and copies of any documentation supplied to the
commissioner shall be kept on file bhyetfacility and public documents shall be made available for viewing by any
person upon reques€opies may be kept electronically.

(c) By the correction order date, the facility must document in the facility's records any action taken to comply
with the correction order The commissioner may request a copy of this documentation and the facility's action to
respond to the correction order in future surveys, upon a complaint investigation, and as otherwise needed.

Sec.41. Minnesota Statutes 202€ection 144G.31, subdivision 4, is amended to read:

Subd.4. Fine amounts (a) Fines and enforcement actions under this subdivision may be assessed based on the
level and scope of the violations described in subdivisions 2 and 3 as follows and map$gedinimmediately with
no opportunity to correct the violation prior to imposition:

(1) Level 1, no fines or enforcement;

(2) Level 2, a fine of $500 per violation, in addition to any enforcement mechanism authorized in section
144G.20 for widespread Jations;

(3) Level 3, a fine of $3,000 per violatigerincident in addition to any enforcement mechanism authorized in
section 144G.20;

(4) Level 4, a fine of $5,000 pémcident violation, in addition to any enforcement mechanism authorized in
section 144G.20; and

(5) for maltreatment violations for which the licensee was determined to be responsible for the maltreatment
under section 626.557, subdivision 9c, paragraph (c), a fine of $peiddcident A fine of $5,000per incident
may be imposed the commissioner determines the licensee is responsible for maltreatment consisting of sexual
assault, death, or abuse resulting in serious injury.

(b) When a fine is assessed against a facility for substantiated maltreatment, the commissioner akall no
impose an immediate fine under this chapter for the same circumstance.

Sec.42. Minnesota Statutes 2020, section 144G.31, subdivision 8, is amended to read:

Subd.8. Deposit of fines Fines collected under this section shall be depositeddedicated special revenue
account On an annual basis, the balance in the special revenue account shall be appropriated to the commissioner
for special projects to improveme-cargesident quality of care and outcomes in assisted living facilitiessiézen
under this chapten Minnesota as recommended by the advisory council established in section 144A.4799.

EFFECTIVE DATE . This section is effective retroactively for fines collected on or after August 1, 2021.




98TH DAY] THURSDAY, APRIL 28,2022 11889

Sec.43. Minnesota Statutes 2020, sectib44G.41, subdivision 7, is amended to read:

Subd.7. Resident grievances; reporting maltreatment All facilities must post in a conspicuous place
information about the facilities' grievance procedure, and the name, telephone numbermaiidcontact
information for the individuals who are responsible for handling resident grievambesnotice must also have the
contact information for thetate-and-applicableregioraffice of Ombudsman for Longerm Care and the Office
of Ombudsman for Mental Héth and Developmental Disabilities, and must have information for reporting
suspected maltreatment to the Minnesota Adult Abuse Reporting Cefber notice must also state that if an
individual has a complaint about the facility or person providingisesy the individual may contact the Office of
Health Facility Complaints at the Minnesota Department of Health.

Sec.44. Minnesota Statutes 2020, section 144G.41, subdivision 8, is amended to read:

Subd.8. Protecting resident rights. All facilities shall ensure that every resident has access to consumer
advocacy or legal services by:

(2) providing names and contact information, including telephone numbeesmadaddresses of at least three
organizations that provide advocacy or legal servicesesidents one of which must include the designated
protection and advocacy organization in Minnesota that provides advice and representation to individuals with
disabilities

(2) providing the name and contact information for the Minnesota Office ofu@snban for Longrerm Care
and the Office of Ombudsman for Mental Health and Developmental Disabilitidading—both-the-state—and

regional-contactinformation

(3) assisting residents in obtaining information on whether Medicare or medical assistdacehapter 256B
will pay for services;

(4) making reasonable accommodations for people who have communication disabilities and those who speak a
language other than English; and

(5) providing all information and notices in plain language and in temmsesidents can understand.
Sec.45. Minnesota Statutes 2020, section 144G.42, subdivision 10, is amended to read:

Subd.10. Disaster planning and emergency preparedness plan(a) The facility must meet the following
requirements:

(1) have a writteremergency disaster plan that contains a plan for evacuation, addresses elements of sheltering
in place, identifies temporary relocation sites, and details staff assignments in the event of a disaster or an
emergency;

(2) post an emergency disaster plaominently;

(3) provide building emergency exit diagrams to all residents;

(4) post emergency exit diagrams on each floor; and

(5) have a written policy and procedure regarding misngntresidents.
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(b) The facility must provide emergency and dieastaining to all staff during the initial staff orientation and
annually thereafter and must make emergency and disaster training annually available to all.reStdénieho
have not received emergency and disaster training are allowed to workiamytrained staff are also working on site.

(c) The facility must meet any additional requirements adopted in rule.

Sec.46. Minnesota Statutes 2020, section 144G.50, subdivision 2, is amended to read:

Subd.2. Contract information. (a) The contractmust include in a conspicuous place and manner on the
contract the legal name and tleense-rumbenealth facility identificatiorof the facility.

(b) The contract must include the name, telephone number, and physical mailing address, which may not be a
public or private post office box, of:

(1) the facility and contracted service provider when applicable;

(2) the licensee of the facility;

(3) the managing agent of the facility, if applicable; and

(4) the authorized agent for the facility.

(c) Thecontract must include:

(1) a disclosure of the category of assisted living facility license held by the facility and, if the facility is not an
assisted living facility with dementia care, a disclosure that it does not hold an assisted living fatildgmwéntia

care license;

(2) a description of all the terms and conditions of the contract, including a description of and any limitations to
the housing or assisted living services to be provided for the contracted amount;

(3) a delineation of the coand nature of any other services to be provided for an additional fee;

(4) a delineation and description of any additional fees the resident may be required to pay if the resident's
condition changes during the term of the contract;

(5) a delineation ofhe grounds under which the resident maydissharged—evicted;-dransferred or have
housing orservices terminatedr be subject to an emergency relocgtion

(6) billing and payment procedures and requirements; and

(7) disclosure of the facility's dhiy to provide specialized diets.

(d) The contract must include a description of the facility's complaint resolution process available to residents,
including the name and contact information of the person representing the facility who is designatetiet@hd
resolve complaints.

(e) The contract must include a clear and conspicuous notice of:

(1) the right under section 144G.54 to appeal the termination of an assisted living contract;

(2) the facility's policy regarding transfer of residents witthia facility, under what circumstances a transfer
may occur, and the circumstances under which resident consent is required for a transfer;
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(3) contact information for the Office of Ombudsman for Lareym Care, the Ombudsman for Mental Health
andDevelopmental Disabilities, and the Office of Health Facility Complaints;

(4) the resident's right to obtain services from an unaffiliated service provider;

(5) a description of the facility's policies related to medical assistance waivers under 2b&fStemd section
256B.49 and the housing support program under chapter 256l, including:

(i) whether the facility is enrolled with the commissioner of human services to provide customized living
services under medical assistance waivers;

(i) whether thefacility has an agreement to provide housing support under section 2561.04, subdivision 2,
paragraph (b);

(iii) whether there is a limit on the number of people residing at the facility who can receive customized living
services or participate in the hang support program at any point in timk so, the limit must be provided;

(iv) whether the facility requires a resident to pay privately for a period of time prior to accepting payment under
medical assistance waivers or the housing support prograinif &o, the length of time that private payment is
required;

(v) a statement that medical assistance waivers provide payment for services, but do not cover the cost of rent;

(vi) a statement that residents may be eligible for assistance with rerghttt@ihousing support program; and

(vii) a description of the rent requirements for people who are eligible for medical assistance waivers but who
are not eligible for assistance through the housing support program;

(6) the contact information to obtdimng-term care consulting services under section 256B.0911; and
(7) the tolHree phone number for the Minnesota Adult Abuse Reporting Center.

EFFECTIVE DATE . This section is effective the day following final enactment, except that the amendment to
pargraph (a) is effective for assisted living contracts executed on or after August 1, 2022.

Sec.47. Minnesota Statutes 2020, section 144G.52, subdivision 2, is amended to read:

Subd.2. Prerequisite to termination of a contract (a) Before issuing aotice of termination of an assisted
living contract, a facility must schedule and participate in a meeting with the resident and the resident's legal
representative and designated representalife purposes of the meeting are to:

(1) explain in detaithe reasons for the proposed termination; and

(2) identify and offer reasonable accommodations or modifications, interventions, or alternatives to avoid the
termination or enable the resident to remain in the facility, including but not limited to paaivices from
another provider of the resident's choosing that may allow the resident to avoid the termiAatamility is not
required to offer accommodations, modifications, interventions, or alternatives that fundamentally alter the nature of
theoperation of the facility.
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(b) The meeting must be scheduled to take place at least seven days before a notice of terminationTibéssued
facility must make reasonable efforts to ensure that the resident, legal representative, and designatedtirepresent
are able to attend the meeting.

(c) The facility must notify the resident that the resident may invite family members, relevant health
professionals, a representative of the Office of Ombudsman for-Teny Carea representative of the Office of
Ombudsman for Mental Health and Developmental Disabilitigspther persons of the resident's choosing to
participate in the meetingFor residents who receive home and commubétyed waiver services under chapter
256S and section 256B.49, the facilitysh notify the resident's case manager of the meeting.

(d) In the event of an emergency relocation under subdivision 9, where the facility intends to issue a notice of
termination and an #person meeting is impractical or impossible, the facifitgy—atempt-to—schedule—and
participate-ina—meeting-under-this-subdivision miast useelephone, video, or othetectronicmeansto conduct

and patrticipate in the meeting required under this subdivision and rules within Minnesota Rules, chapter 4659

Sec.48. Minnesota Statutes 2020, section 144G.52, subdivision 8, is amended to read:

Subd.8. Content of notice of termination The notice required under subdivision 7 must contain, at a
minimum:

(2) the effective date of the termination of the assistéddicontract;

(2) a detailed explanation of the basis for the termination, including the clinical or other supporting rationale;

(3) a detailed explanation of the conditions under which a new or amended contract may be executed;

(4) a statement that thesident has the right to appeal the termination by requesting a hearing, and information
concerning the time frame within which the request must be submitted and the contact information for the agency to

which the request must be submitted,;

(5) a staterant that the facility must participate in a coordinated move to another provider or caregiver, as
required under section 144G.55;

(6) the name and contact information of the person employed by the facility with whom the resident may discuss
the notice otermination;

(7) information on how to contact the Office of Ombudsman for Edagn Careand the Office of Ombudsman
for Mental Health and Developmental Disabilittesrequest an advocate to assist regarding the termination;

(8) information on how to antact the Senior LinkAge Line under section 256.975, subdivision 7, and an
explanation that the Senior LinkAge Line may provide information about other available housing or service options; and

(9) if the termination is only for services, a statemerntt e resident may remain in the facility and may secure
any necessary services from another provider of the resident's choosing.

Sec.49. Minnesota Statutes 2020, section 144G.52, subdivision 9, is amended to read:
Subd.9. Emergency relocation (a) A facility may remove a resident from the facility in an emergency if

necessary due to a resident's urgent medical needs or an imminent risk the resident poses to the health or safety of
another facility resident or facility staff membekn emergency relcation is not a termination.
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(b) In the event of an emergency relocation, the facility must provide a written notice that contains, at a
minimum:

(1) the reason for the relocation;

(2) the name and contact information for the location to which theemstias been relocated and any new
service provider;

(3) contact information for the Office of Ombudsman for Laregm Careand the Office of Ombudsman for
Mental Health and Developmental Disabilities

(4) if known and applicable, the approximate dateamge of dates within which the resident is expected to
return to the facility, or a statement that a return date is not currently known; and

(5) a statement that, if the facility refuses to provide housing or services after a relocation, the resittent ha
right to appeal under section 144G.5%he facility must provide contact information for the agency to which the
resident may submit an appeal.

(c) The notice required under paragraph (b) must be delivered as soon as practicable to:

(1) theresident, legal representative, and designated representative;

(2) for residents who receive home and commubéged waiver services under chapter 256S and section
256B.49, the resident's case manager; and

(3) the Office of Ombudsman for Lo#igerm Caref the resident has been relocated and has not returned to the
facility within four days.

(d) Following an emergency relocation, a facility's refusal to provide housing or services constitutes a
termination and triggers the termination process in thissec

Sec.50. Minnesota Statutes 2020, section 144G.53, is amended to read:

144G.53 NONRENEWAL OF HOUSING.

(a) If a facility decides to not renew a resident's housing under a contract, the facility must either (1) provide the
resident with 60 calendatays' notice of the nonrenewal and assistance with relocation planning, or (2) follow the

termination procedure under section 144G.52.

(b) The notice must include the reason for the nonrenewal and contact information of the Office of Ombudsman
for Long-Term Careand the Office of Ombudsman for Mental Health and Developmental Disabilities

(c) A facility must:
(1) provide notice of the nonrenewal to the Office of Ombudsman for-Teng Care;

(2) for residents who receive home and commubéged waiverservices under chapter 256S and section
256B.49, provide notice to the resident's case manager;

(3) ensure a coordinated move to a safe location, as defined in section 144G.55, subdivision 2, that is appropriate
for the resident;
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(4) ensure a coordinatedove to an appropriate service provider identified by the facility, if services are still
needed and desired by the resident;

(5) consult and cooperate with the resident, legal representative, designated representative, case manager for a
resident who reeives home and communibased waiver services under chapter 256S and section 256B.49,
relevant health professionals, and any other persons of the resident's choosing to make arrangements to move the
resident, including consideration of the resident'dsy@and

(6) prepare a written plan to prepare for the move.

(d) A resident may decline to move to the location the facility identifies or to accept services from a service
provider the facility identifies, and may instead choose to move to a locatite oésident's choosing or receive
services from a service provider of the resident's choosing within the timeline prescribed in the nonrenewal notice.

Sec.51. Minnesota Statutes 2020, section 144G.55, subdivision 1, is amended to read:

Subdivision 1 Duties of facility. (a) If a facility terminates an assisted living contract, reduces services to the

extent that a resident needs to moveobtain a new service provider or the facility has its license restricted under
section 144G.20or the facility conducts a planned closure under section 144G.57, the facility:

(1) must ensure, subject to paragraph (c), a coordinated move to a safe location that is appropriate for the
resident and that is identified by the facility prior to any hearing under sdeti#f®.54;

(2) must ensure a coordinated move of the resident to an appropriate service provider identified by the facility
prior to any hearing under section 144G.54, provided services are still needed and desired by the resident; and

(3) must consult ah cooperate with the resident, legal representative, designated representative, case manager
for a resident who receives home and commdinityed waiver services under chapter 256S and section 256B.49,
relevant health professionals, and any other persbiisearesident's choosing to make arrangements to move the
resident, including consideration of the resident's goals.

(b) A facility may satisfy the requirements of paragraph (a), clauses (1) and (2), by moving the resident to a
different location withirthe same facility, if appropriate for the resident.

(c) A resident may decline to move to the location the facility identifies or to accept services from a service
provider the facility identifies, and may choose instead to move to a location of thentisshoosing or receive
services from a service provider of the resident's choosing within the timeline prescribed in the termination notice.

(d) Sixty days before the facility plans to reduce or eliminate one or more services for a particular tesident,
facility must provide written notice of the reduction that includes:

(1) a detailed explanation of the reasons for the reduction and the date of the reduction;
(2) the contact information for the Office of Ombudsman for L-@egm Care the Office ofOmbudsman for

Mental Health and Developmental Disabilitiasd the name and contact information of the person employed by the
facility with whom the resident may discuss the reduction of services;

(3) a statement that if the services being reducedtiiraeeded by the resident, the resident may remain in the
facility and seek services from another provider; and
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(4) a statement that if the reduction makes the resident need to move, the facility must participate in a
coordinated move of the residentaiaother provider or caregiver, as required under this section.

(e) In the event of an unanticipated reduction in services caused by extraordinary circumstances, the facility must
provide the notice required under paragraph (d) as soon as possible.

(f) If the facility, a resident, a legal representative, or a designated representative determines that a reduction in
services will make a resident need to move to a new location, the facility must ensure a coordinated move in
accordance with this section, amaist provide notice to the Office of Ombudsman for L-grgm Care.

(g) Nothing in this section affects a resident's right to remain in the facility and seek services from another
provider.

Sec.52. Minnesota Statutes 2020, section 144G.55, subdivisianended to read:

Subd.3. Relocation plan required The facility must prepare a relocation plan to prepare for the mabhe &
newsafelocation orappropriateservice provideras required by this section

Sec.53. Minnesota Statutes 202€gction 144G.56, subdivision 3, is amended to read:

Subd.3. Notice required. (a) A facility must provide at least 30 calendar days' advance written notice to the
resident and the resident's legal and designated representative of a-ifatidiigd tansfer The notice must
include:

(1) the effective date of the proposed transfer;

(2) the proposed transfer location;

(3) a statement that the resident may refuse the proposed transfer, and may discuss any consequences of a refusal
with staff of the faility;

(4) the name and contact information of a person employed by the facility with whom the resident may discuss
the notice of transfer; and

(5) contact information for the Office of Ombudsman for Ldreym Careand the Office of Ombudsman for
MentalHealth and Developmental Disabilities

(b) Notwithstanding paragraph (a), a facility may conduct a fagilitiated transfer of a resident with less than
30 days' written notice if the transfer is necessary due to:

(1) conditions that render thiesident's room or private living unit uninhabitable;

(2) the resident's urgent medical needs; or

(3) arisk to the health or safety of another resident of the facility.

Sec.54. Minnesota Statutes 2020, section 144G.56, subdivision 5, is amended:to re

Subd.5. Changes in facility operations (a) In situations where there is a curtailment, reduction, or capital
improvement within a facility necessitating transfers, the facility must:

(1) minimize the number of transfers it initiates to complieéeproject or change in operations;
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(2) consider individual resident needs and preferences;
(3) provide reasonable accommodations for individual resident requests regarding the transfers; and

(4) in advance of any notice to any residents, legal repeaserd, or designated representatives, provide notice
to the Office of Ombudsman for Lositerm Care andwhen-appropriatethe Office of Ombudsman for Mental
Health and Developmental Disabilities of the curtailment, reduction, or capital improvemeneamdrésponding
needed transfers.

Sec.55. Minnesota Statutes 2020, section 144G.57, subdivision 1, is amended to read:

Subdivision 1 Closure plan required. In the event that an assisted living facility elects to voluntarily close the
facility, the facility must notify the commissionesmg the Office of Ombudsman for Lorfierm Care and the
Office of Ombudsman for Mental Health and Developmental Disabilitiewriting by submitting a proposed
closure plan.

Sec.56. Minnesota Statutes 2020, secti#1G.57, subdivision 3, is amended to read:

Subd.3. Commissioner's approval required prior to implementation. (a) The plan shall be subject to the
commissioner's approval and subdivision Bhe facility shall take no action to close the residencergd the
commissioner's approval of the plafhe commissioner shall approve or otherwise respond to the plan as soon as
practicable.

(b) The commissioner may require the facility to work with a transitional team comprised of department staff,
staff of the Office of Ombudsman for LoAberm Care,the Office of Ombudsman for Mental Health and
Developmental Disabilitiesand other professionals the commissioner deems necessary to assist in the proper
relocation of residents.

Sec.57. Minnesota Statute®020, section 144G.57, subdivision 5, is amended to read:

Subd.5. Notice to residents After the commissioner has approved the relocation plan and at least 60 calendar
days before closing, except as provided under subdivision 6, the facility must rnedifients, designated
representatives, and legal representatives of the closure, the proposed date of closure, the contact information of the
ombudsman for longerm careand the ombudsman for mental health and developmental disapditiedshat the
facility will follow the termination planning requirements under section 144G.55, and final accounting and return
requirements under section 144G.42, subdivisior-ér residents who receive home and commubétged waiver
services under chapter 256S andtism 256B.49, the facility must also provide this information to the resident's
case manager.

Sec.58. Minnesota Statutes 2020, section 144G.70, subdivision 2, is amended to read:

Subd.2. Initial reviews, assessments, and monitoring(a) Residents ho are not receiving arassisted living
services shall not be required to undergo an initial nursing assessment.

(b) An assisted living facility shall conduct a nursing assessment by a registered nurse of the physical and
cognitive needs of the prospeiresident and propose a temporary service plan prior to the date on which a
prospective resident executes a contract with a facility or the date on which a prospective resident moves in,
whichever is earlier If necessitated by either the geographidatise between the prospective resident and the
facility, or urgent or unexpected circumstances, the assessment may be conducted using telecommunication methods
based on practice standards that meet the resident's needs and refleatgraesed planningnd care delivery.
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(c) Resident reassessment and monitoring must be conducted no more than 14 calendar days after initiation of
services Ongoing resident reassessment and monitoring must be conducted as needed based on changes in the
needs of the resideand cannot exceed 90 calendar days from the last date of the assessment.

(d) For residents only receiving assisted living services specified in section 144G.08, subdivision 9, clauses (1)
to (5), the facility shall complete an individualized initial i~ of the resident's needs and preferenddw initial
review must be completed within 30 calendar days of the start of serRes&dent monitoring and review must be
conducted as needed based on changes in the needs of the resident and canrifl eatzethr days from the date
of the last review.

(e) A facility must inform the prospective resident of the availability of and contact information fetdiong
care consultation services under section 256B.0911, prior to the date on which a pspsatent executes a
contract with a facility or the date on which a prospective resident moves in, whichever is earlier.

Sec.59. Minnesota Statutes 2020, section 144G.70, subdivision 4, is amended to read:

Subd.4. Service plan, implementation, andevisions to service plan (a) No later than 14 calendar days after
the date that services are first provided, an assisted living facility shall finalize a current written service plan.

(b) The service plan and any revisions must include a signatatberauthentication by the facility and by the
resident documenting agreement on the services to be providhedservice plan must be revised, if needed, based
on resident reassessment under subdivisiofih# facility must provide information to thesident about changes to
the facility's fee for services and how to contact the Office of Ombudsman forTlemy Careand the Office of
Ombudsman for Mental Health and Developmental Disabilities

(c) The facility must implement and provide all serviceguired by the current service plan.

(d) The service plan and the revised service plan must be entered into the resident record, including notice of a
change in a resident's fees when applicable.

(e) Staff providing services must be informed of ¢therent written service plan.
(f) The service plan must include:

(1) a description of the services to be provided, the fees for services, and the frequency of each service,
according to the resident's current assessment and resident preferences;

(2) theidentification of staff or categories of staff who will provide the services;
(3) the schedule and methods of monitoring assessments of the resident;

(4) the schedule and methods of monitoring staff providing services; and

(5) a contingency plan thatdludes:

(i) the action to be taken if the scheduled service cannot be provided,;

(i) information and a method to contact the facility;
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(iii) the names and contact information of persons the resident wishes to have notified in an emergency or if
there isa significant adverse change in the resident's condition, including identification of and information as to who
has authority to sign for the resident in an emergency; and

(iv) the circumstances in which emergency medical services are not to be sunooosistent with chapters
145B and 145C, and declarations made by the resident under those chapters.

Sec.60. Minnesota Statutes 2020, section 144G.80, subdivision 2, is amended to read:
Subd.2. Demonstrated capacity (a) An applicant for licensure @ assisted living facility with dementia
care must have the ability to provide services in a manner that is consistent with the requirements in this section

The commissioner shall consider the following criteria, including, but not limited to:

(1) theexperience of thepplicant-inapplicant's assisted living director, managerial official, and clinical nurse
supervisommanaging residents with dementia or previous {tergn care experience; and

(2) the compliance history of the applicant in tperation of any care facility licensed, certified, or registered
under federal or state law.

(b) If the applicant-deegpplicant's assisted living director and clinical nurse supervisootlbave experience
in managing residents with dementia, the aapit must employ a consultant for at least the first six months of
operation The consultant must meet the requirements in paragraph (a), clause (1), and make recommendations on
providing dementia care services consistent with the requirements of dpiechlrhe consultant must (1) have two
years of work experience related to dementia, health care, gerontology, or a related field, and (2) have completed at
least the minimum core training requirements in section 144Gl6é applicant must document aocceptable plan
to address the consultant's identified concerns and must either implement the recommendations or document in the
plan any consultant recommendations that the applicant chooses not to impl@merbmmissioner must review
the applicant'plan upon request.

(c) The commissioner shall conduct angite inspection prior to the issuance of an assisted living facility with
dementia care license to ensure compliance with the physical environment requirements.

(d) The label "Assisted Living [dity with Dementia Care" must be identified on the license.
Sec.61. Minnesota Statutes 2020, section 144G.90, subdivision 1, is amended to read:

Subdivision 1 Assisted living bill of rights; notification to resident. (a) An assisted living faciljt must
provide the resident a written notice of the rights under section 144G.91 before the initiation of services to that
resident The facility shall make all reasonable efforts to provide notice of the rights to the resident in a language
the residentan understand.

(b) In addition to the text of the assisted living bill of rights in section 144G.91, the notice shall also contain the
following statement describing how to file a complaint or report suspected abuse:

"If you want to report suspected amy neglect, or financial exploitation, you may contact the Minnesota Adult
Abuse Reporting Center (MAARC)If you have a complaint about the facility or person providing your services,
you may contact the Office of Health Facility Complaints, Minnesapdbtment of Health If you would like to
request advocacy servicegu mayaitse contact the Office of Ombudsman for Lefigrm Care or the Office of
Ombudsman for Mental Health and Developmental Disabilities
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(c) The statement must include contact infation for the Minnesota Adult Abuse Reporting Center and the
telephone number, website addressnail address, mailing address, and street address of the Office of Health
Facility Complaints at the Minnesota Department of Health, the Office of Ombudemlaong- Term Care, and the
Office of Ombudsman for Mental Health and Developmental Disabilifidse statement must include the facility's
name, addresg-mail telephone number, and name or title of the person at the facility to whom problems or
complaints may be directedIt must also include a statement that the facility will not retaliate because of a
complaint.

(d) A facility must obtain written acknowledgment from the resident of the resident's receipt of the assisted
living bill of rights or shall document why an acknowledgment cannot be obtaiAeinowledgment of receipt
shall be retained in the resident's record.

Sec.62. Minnesota Statutes 2020, section 144G.90, is amended by adding a subdivision to read:

Subd.6. Notice to resideris. For any notice to a resident, legal representative, or designated representative
provided under this chapter or under Minnesota Rules, chapter 4659, that is required to include information
regarding the Office of Ombudsman for Leigrm Care and the ffice of Ombudsman for Mental Health and
Developmental Disabilities, the notice must contain the following languadgeu may contact the Ombudsman for
LongTerm Care for questions about your rights as an assisted living facility resident and to regoeatya
services As an assisted living facility resident, you may contact the Ombudsman for Mental Health and
Developmental Disabilities to request advocacy regarding your rights, concerns, or questions on issues relating to
services for mental healthedgelopmental disabilities, or chemical dependénhcy

Sec.63. Minnesota Statutes 2020, section 144G.91, subdivision 13, is amended to read:

Subd.13. Personal and treatment privacy (a) Residents have the right to consideration of their privacy,
individuality, and cultural identity as related to their social, religious, and psychologicabeweyj Staff must
respect the privacy of a resident's space by knocking on the door and seeking consent before entering, except in an
emergency owhere-clerly-inadvisable-ounless otherwise documented in the resident's service plan.

(b) Residents have the right to have and use a lockable door to the residentBhenfacility shall provide
locks on the resident's uniOnly a staff member with a sgéc need to enter the unit shall have keyghis right
may be restricted in certain circumstances if necessary for a resident's health and safety and documented in the
resident's service plan.

(c) Residents have the right to respect and privacy regpattie resident's service planCase discussion,
consultation, examination, and treatment are confidential and must be conducted disdrerthey must be
respected during toileting, bathing, and other activities of personal hygiene, except as neszideiat safety or
assistance.

Sec.64. Minnesota Statutes 2020, section 144G.91, subdivision 21, is amended to read:

Subd.21. Access to counsel and advocacy serviceResidents have the right to the immediate access by:

(1) the resident's legabansel;

(2) any representative of the protection and advocacy system designated by the state under Code of Federal
Regulations, title 45, section 1326.21; or

(3) any representative of the Office of Ombudsman for Edegn Careor the Office of Ombudsmaior Mental
Health and Developmental Disabilities
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Sec.65. Minnesota Statutes 2020, section 144G.92, subdivision 1, is amended to read:

Subdivision 1 Retaliation prohibited. A facility or agent of a facility may not retaliate against a resident or
employee if the resident, employee, or any person acting on behalf of the resident:

(1) files a good faith complaint or grievance, makes a good faith inquiry, or asserts any right;
(2) indicates a good faith intention to file a complaint or grievanc&graa inquiry, or assert any right;

(3) files, in good faith, or indicates an intention to file a maltreatment report, whether mandatory or voluntary,
under section 626.557;

(4) seeks assistance from or reports a reasonable suspicion of a crime or systemic problems or concerns to the
director or manager of the facility, the Office of Ombudsman for Lbagn Carethe Office of Ombudsman for
Mental Health and Developmental Didiities, a regulatory or other government agency, or a legal or advocacy
organization;

(5) advocates or seeks advocacy assistance for necessary or improved care or services or enforcement of rights
under this section or other law;

(6) takes or indicatesn intention to take civil action;

(7) participates or indicates an intention to participate in any investigation or administrative or judicial
proceeding;

(8) contracts or indicates an intention to contract to receive services from a service prbtigeresident's
choice other than the facility; or

(9) places or indicates an intention to place a camera or electronic monitoring device in the resident's private
space as provided under section 144.6502.

Sec.66. Minnesota Statutes 2020, section 1431% is amended to read:
144G.93 CONSUMER ADVOCACY AND LEGAL SERVICES.

Upon execution of an assisted living contract, every facility must provide the resident with the names and
contact information, including telephone numbers esmdailaddresses, of:

(1) nonprofit organizations that provide advocacy or legal services to residents including but not limited to the
designated protection and advocacy organization in Minnesota that provides advice and representation to individuals
with disabilities; and

(2) the Office of Ombudsman for LoAferm Careincluding-both-the-state-and-regional-contact-informadiuh

the Office of Ombudsman for Mental Health and Developmental Disahilities

Sec.67. Minnesota Statutes 2020, section 144G.95, is amended to read:

144G.95 OFFICE OF OMBUDSMAN FOR LONG-TERM CARE AND OFFICE OF OMBUDSMAN
FOR MENTAL HEALTH AND DEVELOPMENTAL DISABILITIES

Subdivision 1 Immunity from liability . (a) The Office of Ombudsman for LorABerm Care and
representatives of the office are immune from liability for conduct described in section 256.9742, subdivision 2.
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(b) The Office of Ombudsman for Mental Health and Developmental Disabilities and repressntdtihe
office are immune from liability for conduct described in section 245.96.

Subd.2. Data classification (a) All forms and notices received by the Office of Ombudsman for Lbergn
Care under this chapter are classified under section 256.9744.

(b) All data collected or received by the Office of Ombudsman for Mental Health and Developmental
Disabilities are classified under section 245.94.

Sec.68. [145.9231] HEALTH EQUITY ADVISORY AND LEADERSHIP (HEAL) COUNCIL.

Subdivision 1 Establishment; composition of advisory council (a) The commissioner shall establish and
appoint a Health Equity Advisory and Leadership (HEAL) Council to provide guidance to the commissioner of
health regarding strengthening and improving the health of communitigsmpected by health inequities across
the state The council shall consist of 18 members who will provide representation from the following groups:

(1) African American and African heritage communities;

(2) Asian American and Pacific Islander commuasti

(3) Latina/o/x communities;

(4) American Indian communities and Tribal Government/Nations;

(5) disability communities;

(6) lesbian, gay, bisexual, transgender, and queer (LGBTQ) communities; and

(7) representatives who reside outside the seeenty metropolitan area.

(b) No members shall be employees of the Minnesota Department of Health.

Subd.2. Organization and meetings The advisory council shall be organized and administered under section
15.059, except that the members do not recperediem compensationMeetings shall be held at least quarterly
and hosted by the departmenSubcommittees may be developed as necessAdyisory council meetings are
subject to Open Meeting Law under chapter 13D.

Subd.3. Duties. The advisory comcil shall:

(1) advise the commissioner on health equity issues and the health equity priorities and concerns of the
populations specified in subdivision 1;

(2) assist the agency in efforts to advance health equity, including consulting in specifig pgkcies and
programs, providing ideas and input about potential budget and policy proposals, and recommending review of
particular agency policies, standards, or procedures that may create or perpetuate health inequities; and

(3) assist the agency inedeloping and monitoring meaningful performance measures related to advancing
health equity.

Subd.4. Expiration. Notwithstanding section 15.059, subdivision 6, the advisory council shall remain in
existence until health inequities in the state areipiited Health inequities will be considered eliminated when
race, ethnicity, income, gender, gender identity, geographic location, or other identity or social marker will no
longer be predictors of health outcomes in the st8ection 145.928 describeme health disparities that must be
considered when determining whether health inequities have been eliminated in the state.
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Sec.69. Minnesota Statutes 2020, section 146B.04, subdivision 1, is amended to read:

Subdivision 1 General. Before anindividual may work as a guest artist, the commissioner shall issue a
temporary license to the guest artifthe guest artist shall submit an application to the commissioner on a form
provided by the commissioneiThe commissioner must receive the apgdiion at least 14 calendar days before the
guest artist applicant conducts a body art procedline form must include:

(1) the name, home address, and date of birth of the guest artist;
(2) the name of the licensed technician sponsoring the guest artis

(3) proof of having satisfactorily completed coursework within the year preceding application and approved by
the commissioner on bloodborne pathogens, the prevention of disease transmission, infection control, and aseptic
technique;

(4) the startingand anticipated completion dates the guest artist will be working; and
(5) a copy of any current body art credential or licensure issued by another local or state jurisdiction.
Sec.70. Minnesota Statutes 2020, section 152.22, subdivision 8, is amtndzatl:

Subd.8. Medical cannabis preduct paraphernalia. "Medical cannabigpreduet paraphernaliameans any
delivery device or related supplies and educational materials used in the administration of medical cannabis for a
patient with a qualifying medal condition enrolled in the registry program.

Sec.71. Minnesota Statutes 2020, section 152.25, subdivision 1, is amended to read:

Subdivision 1 Medical cannabis manufacturer registration (a) The commissioner shall register twesiate
manufactuers for the production of all medical cannabis within the st®eregistration agreement between the
commissioner and a manufacturer is nontransferablibe commissioner shall register new manufacturers or
reregister the existing manufacturers by Delsend every two years, using the factors described in this subdivision
The commissioner shall accept applications after December 1, 2014, if one of the manufacturers registered before
December 1, 2014, ceases to be registered as a manufactliter comnissioner's determination that no
manufacturer exists to fulfill the duties under sections 152.22 to 152.37 is subject to judicial review in Ramsey
County District Court Data submitted during the application process are private data on individuals ablmnp
data as defined in section 13.02 until the manufacturer is registered under this deatmon a manufacturer that
is registered are public data, unless the data are trade secret or security information under section 13.37.

(b) As a condition foregistration, a manufacturer must agree to:

(1) begin supplying medical cannabis to patidytduly-1,2015ithin eight months of its initial registratipand

(2) comply with all requirements under sections 152.22 to 152.37.
(c) The commissioneshall consider the following factors when determining which manufacturer to register:

(1) the technical expertise of the manufacturer in cultivating medical cannabis and converting the medical
cannabis into an acceptable delivery method under sectioB2l S2ibdivision 6;

(2) the qualifications of the manufacturer's employees;
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(3) the longterm financial stability of the manufacturer;
(4) the ability to provide appropriate security measures on the premises of the manufacturer;

(5) whether the manufacer has demonstrated an ability to meet the medical cannabis production needs
required by sections 152.22 to 152.37; and

(6) the manufacturer's projection and ongoing assessment of fees on patients with a qualifying medical
condition.

(d) If an officer,director, or controlling person of the manufacturer pleads or is found guilty of intentionally
diverting medical cannabis to a person other than allowed by law under section 152.33, subdivision 1, the
commissioner may decide not to renew the registratfacheo manufacturer, provided the violation occurred while
the person was an officer, director, or controlling person of the manufacturer.

(e) The commissioner shall require each medical cannabis manufacturer to contract with an independent
laboratory to ést medical cannabis produced by the manufacturee commissioner shall approve the laboratory
chosen by each manufacturer and require that the laboratory report testing results to the manufacturer in a manner
determined by the commissioner.

() The canmissioner shall implement a statentralized medical cannabis electronic database to monitor and
track the manufacturers' medical cannabis inventories from the seed or clone source through cultivation, processing,
testing, and distribution or disposalhe inventory tracking database must allow for information regarding medical
cannabis to be updated instantaneauslgy manufacturer or thirgharty laboratory licensed under this chapter must
submit to the commissioner any information the commissionemdenecessary for maintaining the inventory
tracking databaseThe commissioner may contract with a separate entity to establish and maintain all or any part of
the inventory tracking databaseThe provisions of section 13.05, subdivision 11, apply tooatract entered
between the commissioner and a third party under this paragraph.

Sec.72. Minnesota Statutes 2021 Supplement, section 152.27, subdivision 2, is amended to read:
Subd.2. Commissioner duties (a) The commissioner shall:

(1) give notie of the program to health care practitioners in the state who are eligible to serve as health care
practitioners and explain the purposes and requirements of the program;

(2) allow each health care practitioner who meets or agrees to meet the proggaimesrents and who requests
to participate, to be included in the registry program to collect data for the patient registry;

(3) provide explanatory information and assistance to each health care practitioner in understanding the nature of
therapeutic us of medical cannabis within program requirements;

(4) create and provide a certification to be used by a health care practitioner for the practitioner to certify

Whether a patlent has been dlagnosed with a quallfymg medlcal cormi%melude%—meemﬁeaﬂen—an—epuen

(5) supervise the participation of the health care practitioner in conducting patient treatment and health records
reporting in a manner that ensures stringent security anddrkeeping requirements and that prevents the
unauthorized release of private data on individuals as defined by section 13.02;



11904 JOURNAL OF THEHOUSE [98TH DAY

(6) develop safety criteria for patients with a qualifying medical condition as a requirement of the patient's
participation in tle program, to prevent the patient from undertaking any task under the influence of medical
cannabis that would constitute negligence or professional malpractice on the part of the patient; and

(7) conduct research and studies based on data from healtdsecibmitted to the registry program and submit
reports on intermediate or final research results to the legislature and major scientific jolih®ksommissioner
may contract with a third party to complete the requirements of this clasg repors submitted must comply
with section 152.28, subdivision 2.

(b) The commissioner may add a delivery method under section 152.22, subdivision 6, or add, remove, or
modify a qualifying medical condition under section 152.22, subdivision 14, upon a p&titiorm member of the
public or the task force on medical cannabis therapeutic research or as directed @jhéasommissioner shall
evaluate all petitions to add a qualifying medical condition or to remove or modify an existing qualifying medical
condition submitted by the task force on medical cannabis therapeutic research or as directed by law and may make
the addition, removal, or modification if the commissioner determines the addition, removal, or modification is
warranted based on the best availablElence and researclf the commissioner wishes to add a delivery method
under section 152.22, subdivision 6, or add or remove a qualifying medical condition under section 152.22,
subdivision 14, the commissioner must notify the chairs and rankingritgimembers of the legislative policy
committees having jurisdiction over health and public safety of the addition or removal and the reasons for its
addition or removal, including any written comments received by the commissioner from the public and any
guidance received from the task force on medical cannabis research, by January 15 of the year in which the
commissioner wishes to make the changehe change shall be effective on August 1 of that year, unless the
legislature by law provides otherwise.

Sec.73. Minnesota Statutes 2021 Supplement, section 152.29, subdivision 1, is amended to read:

Subdivision 1 Manufacturer; requirements. (a) A manufacturer may operate eight distribution facilities,
which may include the manufacturer's single locafimn cultivation, harvesting, manufacturing, packaging, and
processing but is not required to include that locatibhe commissioner shall designate the geographical service
areas to be served by each manufacturer based on geographical need throagtaté tb improve patient access
A manufacturer shall not have more than two distribution facilities in each geographical service area assigned to the
manufacturer by the commissionerA manufacturer shall operate only one location where all cultivatio
harvesting, manufacturing, packaging, and processing of medical cannabis shall be corthistied¢ation may be
one of the manufacturer's distribution facility site$he additional distribution facilities may dispense medical
cannabis and medicahenabisproduetsparaphernalidut may not contain any medical cannabis in a form other
than those forms allowed under section 152.22, subdivision 6, and the manufacturer shall not conduct any
cultivation, harvesting, manufacturing, packaging, or procgssinthe other distribution facility sites Any
distribution facility operated by the manufacturer is subject to all of the requirements applying to the manufacturer
under sections 152.22 to 152.37, including, but not limited to, security and distribedigirements.

(b) A manufacturer may acquire hemp grown in this state from a hemp grower, and may acquire hemp products
produced by a hemp processoA manufacturer may manufacture or process hemp and hemp products into an
allowable form of medical cambis under section 152.22, subdivisian 8emp and hemp products acquired by a
manufacturer under this paragraph are subject to the same quality control program, security and testing
requirements, and other requirements that apply to medical cannabisaatiens 152.22 to 152.37 and Minnesota
Rules, chapter 4770.

(c) A medical cannabis manufacturer shall contract with a laboratory approved by the commissioner, subject to
any additional requirements set by the commissioner, for purposes of testinginoadicabis manufactured or
hemp or hemp products acquired by the medical cannabis manufacturer as to content, contamination, and
consistency to verify the medical cannabis meets the requirements of section 152.22, subdivisiena®oratory
must collet, or contract with a third party that is not a manufacturer to collect, from the manufacturer's production
facility the medical cannabis samples it will te$the cost ottollecting samples andboratory testing shall be paid
by the manufacturer.
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(d) The operating documents of a manufacturer must include:
(1) procedures for the oversight of the manufacturer and procedures to ensure accurate record keeping;

(2) procedures for the implementation of appropriate security measures to deter and prehefttdhenedical
cannabis and unauthorized entrance into areas containing medical cannabis; and

(3) procedures for the delivery and transportation of hemp between hemp growers and manufacturers and for the
delivery and transportation of hemp products leetvhemp processors and manufacturers.

(e) A manufacturer shall implement security requirements, including requirements for the delivery and
transportation of hemp and hemp products, protection of each location by a fully operational security alarm system
facility access controls, perimeter intrusion detection systems, and a personnel identification system.

() A manufacturer shall not share office space with, refer patients to a health care practitioner, or have any
financial relationship with a healtfare practitioner.

(g9) A manufacturer shall not permit any person to consume medical cannabis on the property of the
manufacturer.

(h) A manufacturer is subject to reasonable inspection by the commissioner.

(i) For purposes of sections 152.22 to 1528 Mmedical cannabis manufacturer is not subject to the Board of
Pharmacy licensure or regulatory requirements under chapter 151.

(i) A medical cannabis manufacturer may not employ any person who is under 21 years of age or who has been
convicted of adisqualifying felony offense An employee of a medical cannabis manufacturer must submit a
completed criminal history records check consent form, a full set of classifiable fingerprints, and the required fees
for submission to the Bureau of Criminal Appemsion before an employee may begin working with the
manufacturer The bureau must conduct a Minnesota criminal history records check and the superintendent is
authorized to exchange the fingerprints with the Federal Bureau of Investigation to obtapplibant's national
criminal history record information The bureau shall return the results of the Minnesota and federal criminal
history records checks to the commissioner.

(k) A manufacturer may not operate in any location, whether for distributiogultivation, harvesting,
manufacturing, packaging, or processing, within 1,000 feet of a public or private school existing before the date of
the manufacturer's registration with the commissioner.

(D A manufacturer shall comply with reasonable restits set by the commissioner relating to signage,
marketing, display, and advertising of medical cannabis.

(m) Before a manufacturer acquires hemp from a hemp grower or hemp products from a hemp processor, the
manufacturer must verify that the hemp growehemp processor has a valid license issued by the commissioner of
agriculture under chapter 18K.

(n) Until a statecentralized, seetb-sale system is implemented that can track a specific medical cannabis plant
from cultivation through testing and ipb of sale, the commissioner shall conduct at least one unannounced
inspection per year of each manufacturer that includes inspection of:

(1) business operations;

(2) physical locations of the manufacturer's manufacturing facility and distributioitiéacil
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(3) financial information and inventory documentation, including laboratory testing results; and
(4) physical and electronic security alarm systems.
Sec.74. Minnesota Statutes 2021 Supplement, section 152.29, subdivision 3, is amended to read:

Subd.3. Manufacturer; distribution . (a) A manufacturer shall require that employees licensed as pharmacists
pursuant to chapter 151 be the only employees to give final approval for the distribution of medical cannabis to a
patient A manufacturer mayransport medical cannabis or medical cannphasiuctsparaphernalighat have been
cultivated, harvested, manufactured, packaged, and processed by that manufacturer to another registered
manufacturer for the other manufacturer to distribute.

(b) A manufaturer may distribute medical cannapieduetsparaphernaliawhether or not thpreductsmedical
cannabis paraphernali@ve been manufactured by that manufacturer.

(c) Prior to distribution of any medical cannabis, the manufacturer shall:

(1) verify that the manufacturer has received the registry verification from the commissioner for that individual
patient;

(2) verify that the person requesting the distribution of medical cannabis is the patient, the patient's registered
designated caregiver, oretpatient's parent, legal guardian, or spouse listed in the registry verification using the
procedures described in section 152.11, subdivision 2d;

(3) assign a tracking number to any medical cannabis distributed from the manufacturer;

(4) ensure that anremployee of the manufacturer licensed as a pharmacist pursuant to chapter 151 has consulted
with the patient to determine the proper dosage for the individual patient after reviewing the ranges of chemical
compositions of the medical cannabis and thgearof proper dosages reported by the commissidfmarpurposes
of this clause, a consultation may be conducted remotely by secure videoconference, telephone, or other remote
means, so long as the employee providing the consultation is able to cordirnettity of the patient and the
consultation adheres to patient privacy requirements that apply to health care services delivered through telehealth
A pharmacist consultation under this clause is not required when a manufacturer is distributing caadadaik to
a patient according to a patiespecific dosage plan established with that manufacturer and is not modifying the
dosage or product being distributed under that plan and the medical cannabis is distributed by a pharmacy
technician;

(5) propely package medical cannabis in compliance with the United States Poison Prevention Packing Act
regarding childresistant packaging and exemptions for packaging for elderly patients, and label distributed medical
cannabis with a list of all active ingredisrand individually identifying information, including:

(i) the patient's name and date of birth;

(i) the name and date of birth of the patient's registered designated caregiver or, if listed on the registry
verification, the name of the patient's pdrenlegal guardian, if applicable;

(i) the patient's registry identification number;
(iv) the chemical composition of the medical cannabis; and

(v) the dosage; and
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(6) ensure that the medical cannabis distributed contains a maximum ofday ®upplyof the dosage
determined for that patient.

(d) A manufacturer shall require any employee of the manufacturer who is transporting medical cannabis or
medical cannabipreductsparaphernalido a distribution facility or to another registered manufacttwecarry
identification showing that the person is an employee of the manufacturer.

(e) A manufacturer shall distribute medical cannabis in dried raw cannabis form only to a patient age 21 or older,
or to the registered designated caregiver, parent, ¢emaitlian, or spouse of a patient age 21 or older.

Sec.75. Minnesota Statutes 2020, section 152.29, subdivision 3a, is amended to read:

Subd.3a Transportation of medical cannabis;transport staffing. (a) A medical cannabis manufacturer may
staff a transport motor vehicle with only one employee if the medical cannabis manufacturer is transporting medical
cannabis taeither-a-certified-laboratory-for-the-purpose-of-testin@ dacility for the purposefadisposal If the
medical cannabis manufacturer is transporting medical cannabis for any other purpose or destination, the transport
motor vehicle must be staffed with a minimum of two employees as required by rules adopted by the commissioner.

(b) Notwithstanding paragraph (a), a medical cannabis manufacturer that is only transporting hemp for any
purpose may staff the transport motor vehicle with only one employee.

(c) A medical cannabis manufacturer may contract with a third party for armorséreares for deliveries of
medical cannabis from its production facility to distribution facilitied medical cannabis manufacturer that
contracts for armored car services remains responsible for compliance with transportation manifest and inventory
tracing requirements in rules adopted by the commissioner.

(d) A third-party testing laboratory may staff a transport motor vehicle with one or more employees when
transporting medical cannabis from a manufacturer's production facility to the testingdap@wathe purpose of
testing samples.

(e) Department of Health staff may transport medical cannabis for the purposes of delivering medical cannabis
and other samples to a laboratory for testing under rules adopted by the commissioner and in cas&d of spe
investigations when the commissioner has determined there is a potential threat to public Healthansport
motor vehicle must be staffed by a minimum of two Department of Health employéesemployees must carry
their Department of Health idéfication cards and a transport manifest that meets the requirements in Minnesota
Rules, part 4770.1100, subpart 2.

(f) A Tribal medical cannabis program operated by a federally recognized Indian Tribe located within the state
of Minnesota may transpasaimples of medical cannabis to testing laboratories and to other Indian lands in the state
Transport vehicles must be staffed by at least two employees of the Tribal medical cannabis. pfogmaporters
must carry identification identifying them asnployees of the Tribal medical cannabis program and a detailed
transportation manifest that includes the place and time of departure, the address of the destination, and a description
and count of the medical cannabis being transported.

Sec.76. Minnesoa Statutes 2020, section 152.30, is amended to read:
152.30 PATIENT DUTIES.

(a) A patient shall apply to the commissioner for enrollment in the registry program by submitting an application
as required in section 152.27 and an annual registration fstexsined under section 152.35.
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(b) As a condition of continued enrollment, patients shall agree to:

(1) continue to receive regularly scheduled treatment for their qualifying medical condition from their health
care practitioner; and

(2) report changeis their qualifying medical condition to their health care practitioner.

(c) A patient shall only receive medical cannabis from a registered manufacturer but is not required to receive
medical cannabipreductsparaphernalidrom only a registered manufaurer.

Sec.77. Minnesota Statutes 2020, section 152.32, subdivision 2, is amended to read:

Subd.2. Criminal and civil protections. (a) Subject to section 152.23, the following are not violations under
this chapter:

(1) use or possession of medicalnnabis or medical cannabis products by a patient enrolled in the registry
program, or possession by a registered designated caregiver or the parent, legal guardian, or spouse of a patient if the
parent, legal guardian, or spouse is listed on the rggistification;

(2) possession, dosage determination, or sale of medical cannabis or medical cannabis products by a medical
cannabis manufacturer, employees of a manufacturer, a laboratory conducting testing on medical cannabis, or
employees of the labai@y; and

(3) possession of medical cannabis or medical canpabékictsparaphernalidy any person while carrying out
the duties required under sections 152.22 to 152.37.

(b) Medical cannabis obtained and distributed pursuant to sections 152.223@ &b@8 associated property is
not subject to forfeiture under sections 609.531 to 609.5316.

(c) The commissioner, the commissioner's staff, the commissioner's agents or contractors, and any health care
practitioner are not subject to any civil or disdigty penalties by the Board of Medical Practice, the Board of
Nursing, or by any business, occupational, or professional licensing board or entity, solely for the participation in the
registry program under sections 152.22 to 152.87pharmacist licengkunder chapter 151 is not subject to any
civil or disciplinary penalties by the Board of Pharmacy when acting in accordance with the provisions of sections
152.22 to 152.37 Nothing in this section affects a professional licensing board from takinghdaoti@sponse to
violations of any other section of law.

(d) Notwithstanding any law to the contrary, the commissioner, the governor of Minnesota, or an employee of
any state agency may not be held civilly or criminally liable for any injury, loss oemsgmersonal injury, or death
caused by any act or omission while acting within the scope of office or employment under sections 152.22 to
152.37.

(e) Federal, state, and local law enforcement authorities are prohibited from accessing the patrignindgist
sections 152.22 to 152.37 except when acting pursuant to a valid search warrant.

(f) Notwithstanding any law to the contrary, neither the commissioner nor a public employee may release data or
information about an individual contained in any népdocument, or registry created under sections 152.22 to
152.37 or any information obtained about a patient participating in the program, except as provided in sections
152.22 to 152.37.
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(g) No information contained in a report, document, or registigbtatined from a patient under sections 152.22
to 152.37 may be admitted as evidence in a criminal proceeding unless independently obtained or in connection with
a proceeding involving a violation of sections 152.22 to 152.37.

(h) Notwithstanding section 3109, any person who violates paragraph (e) or (f) is guilty of a gross
misdemeanor.

(i) An attorney may not be subject to disciplinary action by the Minnesota Supreme Court or professional
responsibility board for providing legal assistance to prospedivregistered manufacturers or others related to
activity that is no longer subject to criminal penalties under state law pursuant to sections 152.22 to 152.37.

(j) Possession of a registry verification or application for enrollment in the programpeysan entitled to
possess or apply for enrollment in the registry program does not constitute probable cause or reasonable suspicion,
nor shall it be used to support a search of the person or property of the person possessing or applying for the registry
verification, or otherwise subject the person or property of the person to inspection by any governmental agency.

Sec.78. Minnesota Statutes 2020, section 152.36, is amended to read:

152.36 IMPACT ASSESSMENT OF MEDICAL CANNABIS THERAPEUTIC RESEARCH.

Subdivision 1 Task force on medical cannabis therapeutic research(a) A 23member task force on medical
cannabis therapeutic research is created to conduct an impact assessment of medical cannabis therapeutic research
The task force shall consist thfe following members:

(1) two members of the house of representatives, one selected by the speaker of the house, the other selected by
the minority leader;

(2) two members of the senate, one selected by the majority leader, the other selected hyritigdeader;

(3) four members representing consumers or patients enrolled in the registry program, including at least two
parents of patients under age 18;

(4) four members representing health care providers, including one licensed pharmacist;

(5) fourmembers representing law enforcement, one from the Minnesota Chiefs of Police Association, one from
the Minnesota Sheriff's Association, one from the Minnesota Police and Peace Officers Association, and one from
the Minnesota County Attorneys Association;

(6) four members representing substance use disorder treatment providers; and

(7) the commissioners of health, human services, and public safety.

(b) Task force members listed under paragraph (a), clauses (3), (4), (5), and (6), shall be appohged by t

governor under the appointment process in section 15 (M@?hbers shall serve on the task force at the pIeasure of
the appointing authority

eenvene4he4ntst—mee@%ﬂh&task—feme—by—%+gast—l—2@l4 v

(c) There shall be two cochairs of the task force chosen from the members listed under paragr@pie (a)
cochair shall be selected by the speaker of the house and the other cochair shall be selected by theaajafty
the senate The authority to convene meetings shall alternate between the cochairs.
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(d) Members of the task force other than those in paragraph (a), clauses (1), (2), and (7), shall receive expenses
as provided in section 15.059, subdivision 6.

Subd.la Administration. The commissioner of health shall provide administrative and technical support to
the task force.

Subd.2. Impact assessment The task force shall hold hearings to evaluate the impact of the use of medical
cannabis and hermrgnd Minnesota's activities involving medical cannabis and hemp, including, but not limited to:

(1) program design and implementation;

(2) the impact on the health care provider community;

(3) patient experiences;

(4) the impact on the incidence of stdrge abuse;

(5) access to and quality of medical cannabis, hemp, and medical camealistsparaphernalia
(6) the impact on law enforcement and prosecutions;

(7) public awareness and perception; and

(8) any unintended consequences.

puary 15,

h study shall
0 .22 to

0 j i j and must be

Subd.4. Reports to the legislature (a) The cochairs of the task force shall subtimé-followingreportsaan
impact assessment repaot the chairs and ranking minority members of the legislative committees and divisions
with jurisdiction over health and humaarvices, public safety, judiciary, and civil law

) by February 1, 2015
thereaﬁe;&eemplet&mqpaet—assessmem—repen and

guagnevery two years

(b) The task force may make recommendations to the legislature on whether to add or remove conditions from
the list of qualifying medical conditions.

Subd.5. No expiration. Thetask force on medical cannabis therapeutic research does not expire.

Sec.79. COMMISSIONER OF HEALTH; RECOMMENDATION REGARDING EXCEPTION TO
HOSPITAL CONSTRUCTION MORATORIUM.

By February 1, 2023, the commissioner of health, in consultation with the esimner of human services,
shall make a recommendation to the chairs and ranking minority members of the legislative committees with
jurisdiction over health and human services finance as to whether Minnesota Statutes, section 144.551, subdivision
1, shoull be amended to authorize exceptions, for hospitals in other counties and without a public interest review,
that are substantially similar to the exception in Minnesota Statutes, section 144.551, subdivision 1, paragraph (b),
clause (31).
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Sec.80. REVISOR INSTRUCTION.

(a) The revisor of statutes shall change the term "cancer surveillance system" to "cancer reporting system"
wherever it appears in Minnesota Statutes and Minnesota Rules.

(b) The revisor of statutes shall make any necessary-mfmencechanges required as a result of the
amendments in this article to Minnesota Statutes, sections 144A.01; 144A.03, subdivision 1; 144A.04, subdivisions
4 and 6; and 144A.06.

Sec.81. REPEALER.

Minnesota Statutes 2021 Supplement, section 144Gubdlivision 6js repealed.

ARTICLE 3
HEALTH CARE FINANCE

Section 1 [62J.86] DEFINITIONS.

Subdivision 1 Definitions. For the purposes of sections 62J.86 to 62J.92, the following terms have the
meanings given.

Subd.2. Advisory council. "Advisory council” means the Health Care Affordability Advisory Council
established under section 62J.88.

Subd.3. Board. "Board" means the Health Care Affordability Board established under section 62J.87.

Sec.2. [62J.87] HEALTH CARE AFFORDABILITY BOARD.

Suldivision 1 Establishment The Health Care Affordability Board is established and shall be governed as a
board under section 15.012, paragraph (a), to protect consumers, state and local governments, health plan
companies, providers, and other health crstem stakeholders from unaffordable health care .cdgte board
must be operational by January 1, 2023.

Subd.2. Membership. (a) The Health Care Affordability Board consists of 13 members, appointed as follows:

(1) five members appointed by thevgonor;

(2) two members appointed by the majority leader of the senate;

(3) two members appointed by the minority leader of the senate;

(4) two members appointed by the speaker of the house; and

(5) two members appointed by the minority leader of thesk of representatives.

(b) All appointed members must have knowledge and demonstrated expertise in one or more of the following
areas:health care finance, health economics, health care management or administration at a senior level, health care
consumer advocacy, representing the health care workforce as a leader in a labor organization, purchasing health
care insurance as a health benefits administrator, delivery of primary care, health plan company administration,
public or population healthnal addressing health disparities and structural inequities.
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(c) A member may not participate in board proceedings involving an organization, activity, or transaction in
which the member has either a direct or indirect financial interest, other than redivédiual consumer of health
services.

(d) The Legislative Coordinating Commission shall coordinate appointments under this subdivision to ensure
that board members are appointed by August 1, 2022, and that board members as a whole meet all othe criteri
related to the knowledge and expertise specified in paragraph (b).

Subd.3. Terms. (a) Board appointees shall serve fgaar terms A board member shall not serve more than
three consecutive terms.

(b) A board member may resign at any timegbyng written notice to the board.

Subd.4. Chair; other officers. (a) The governor shall designate an acting chair from the members appointed
by the governor.

(b) The board shall elect a chair to replace the acting chair at the first meeting oaitieblp a majority of the
members The chair shall serve for two years.

(c) The board shall elect a vichair and other officers from its membership as it deems necessary.

Subd.5. Staff; technical assistance; contracting (a) The board shall hire fall-time executive director and
other staff, who shall serve in the unclassified servidee executive director must have significant knowledge and
expertise in health economics and demonstrated experience in health policy.

(b) The attorney general dhprovide legal services to the board.

(c) The Department of Health shall provide technical assistance to the board in analyzing health care trends and
costs and in setting health care spending growth targets.

(d) The board may employ or contract foofassional and technical assistance, including actuarial assistance, as
the board deems necessary to perform the board's duties.

Subd.6. Access to information (a) The board may request that a state agency provide the board with any
publicly availablenformation in a usable format as requested by the board, at no cost to the board.

(b) The board may reqguest from a state agency unique or custom data sets, and the agency may charge the board
for providing the data at the same rate the agency wouldeshargother public or private entity.

(c) Any information provided to the board by a state agency must {fidedified For purposes of this
subdivision, "deidentification” means the process used to prevent the identity of a person or business rigppm bei
connected with the information and ensuring all identifiable information has been removed.

(d) Any data submitted to the board retains its original classification under the Minnesota Data Practices Act in
chapter 13.

Subd.7. Compensation Board merbers shall not receive compensation but may receive reimbursement for
expenses as authorized under section 15.059, subdivision 3.




98TH DAY] THURSDAY, APRIL 28,2022 11913

Subd.8. Meetings. (a) Meetings of the board are subject to chapter. 1B board shall meet publicly at least
quarterly The board may meet in closed session when reviewing proprietary information as specified in section
62J.71, subdivision 4.

(b) The board shall announce each public meeting at least two weeks prior to the scheduled date of the meeting
Any materialsfor the meeting must be made public at least one week prior to the scheduled date of the meeting.

(c) At each public meeting, the board shall provide the opportunity for comments from the public, including the
opportunity for written comments to be subteit to the board prior to a decision by the board.

Sec.3. [62J.88] HEALTH CARE AFFORDABILITY ADVISORY COUNCIL.

Subdivision 1 Establishment The governor shall appoint a Health Care Affordability Advisory Council of up
to 15 members to provide advit@ the board on health care costs and access issues and to represent the views of
patients and other stakeholdefdembers of the advisory council must be appointed based on their knowledge and
demonstrated expertise in one or more of the following arbaalth care delivery, ensuring health care access for
diverse populations, public and population health, patient perspectives, health care cost trends and drivers, clinical
and health services research, innovation in health care delivery, and healiemaiits management.

Subd.2. Duties; reports. (a) The council shall provide technical recommendations to the board on:

(1) the identification of economic indicators and other metrics related to the development and setting of health
care spendingrgwth targets;

(2) data sources for measuring health care spending; and

(3) measurement of the impact of health care spending growth targets on diverse communities and populations,
including but not limited to those communities and populations adyeaffected by health disparities.

(b) The council shall report technical recommendations and a summary of its activities to the board at least
annually, and shall submit additional reports on its activities and recommendations to the board, as rgonested b
board or at the discretion of the council.

Subd.3. Terms. (a) The initial appointed advisory council members shall serve staggered terms of two, three,
or four years determined by lot by the secretary of stddellowing the initial appointmentsadvisory council
members shall serve foyear terms.

(b) Removal and vacancies of advisory council members are governed by section 15.059.

Subd.4. Compensation Advisory council members may be compensated according to section 15.059.

Subd.5. Meetings. The advisory council shall meet at least guartejeetings of the advisory council are
subject to chapter 13D.

Subd.6. Exemption. Notwithstanding section 15.059, the advisory council shall not expire.

Sec.4. [62].89] DUTIES OF THE BOARD.

Subdivision 1 General. (a) The board shall monitor the administration and reform of the health care delivery
and payment systems in the staide board shall:

(1) set health care spending growth targets for the state, as specified under se@ipn 62J.
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(2) enhance the transparency of provider organizations;

(3) monitor the adoption and effectiveness of alternative payment methodologies;

(4) foster innovative health care delivery and payment models that lower health care cost growth while
improvingthe quality of patient care;

(5) monitor and review the impact of changes within the health care marketplace; and

(6) monitor patient access to necessary health care services.

(b) The board shall establish goals to reduce health care disparitiesahamdi ethnic communities and to
ensure access to quality care for persons with disabilities or with chronic or complex health conditions.

Subd.2. Market trends. The board shall monitor efforts to reform the health care delivery and payment system
in Minnesota to understand emerging trends in the commercial health insurance market, including Jeus1eexb!f
employers and the state's public health care programs, in order to identify opportunities for state action to achieve:

(1) improved patient expience of care, including quality and satisfaction;

(2) improved health of all populations, including a reduction in health disparities; and

(3) a reduction in the growth of health care costs.

Subd.3. Recommendations for reform The board shall recomend legislative policy, market, or any other
reforms to:

(1) lower the rate of growth in commercial health care costs and public health care program spending in the
state;

(2) positively impact the state's rankings in the areas listed isubiivision and subdivision 2; and

(3) improve the quality and value of care for all Minnesotans, and for specific populations adversely affected by
health inequities.

Subd.4. Office of Patient Protection The board shall establish an Office of Pdti@&motection, to be
operational by January 1, 202Z he office shall assist consumers with issues related to access and quality of health
care, and advise the legislature on ways to reduce consumer health care spending and improve consumer experiences
by reducing complexity for consumers.

Sec.5. [62J.90] HEALTH CARE SPENDING GROWTH TARGETS.

Subdivision 1 Establishment and administration The board shall establish and administer the health care
spending growth target program to limit health cspending growth in the state, and shall report regularly to the
legislature and the public on progress toward these targets.

Subd.2. Methodology. (a) The board shall develop a methodology to establish annual health care spending
growth targets and theconomic indicators to be used in establishing the initial and subsequent target levels.

(b) The health care spending growth target must:

(1) use a clear and operational definition of total state health care spending;
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(2) promote a predictable and sustdile rate of growth for total health care spending as measured by an
established economic indicator, such as the rate of increase of the state's economy or of the personal income of
residents of this state, or a combination;

(3) define the health care nkats and the entities to which the targets apply;

(4) take into consideration the potential for variability in targets across public and private payers;

(5) account for the health status of patients; and

(6) incorporate specific benchmarks relateti¢alth equity.

(c) In developing, implementing, and evaluating the growth target program, the board shall:

(1) consider the incorporation of quality of care and primary care spending goals;

(2) ensure that the program does not place a disproportionaterbon communities most impacted by health
disparities, the providers who primarily serve communities most impacted by health disparities, or individuals who
reside in rural areas or have high health care needs;

(3) explicitly consider payment modelsathhelp ensure financial sustainability of rural health care delivery
systems and the ability to provide population health;

(4) allow setting growth targets that encourage an individual health care entity to serve populations with greater
health care riskby incorporating:

(i) a risk factor adjustment reflecting the health status of the entity's patient mix; and

(i) an equity adjustment accounting for the social determinants of health and other factors related to health
equity for the entity's patiemix;

(5) ensure that growth targets:

(i) do not constrain the Minnesota health care workforce, including the need to provide competitive wages and
benefits;

(i) do not limit the use of collective bargaining or place a floor or ceiling on health carfovas
compensation; and

(i) promote workforce stability and maintain higluality health care jobs; and

(6) consult with the advisory council and other stakeholders.

Subd.3. Data. The board shall identify data to be used for tracking performano®eting the growth target
and identify methods of data collection necessary for efficient implementation by the boadntifying data and
methods, the board shall:

(1) consider the availability, timeliness, quality, and usefulness of exidtitay including the data collected
under section 62U.04;
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(2) assess the need for additional investments in data collection, data validation, or data analysis capacity to
support the board in performing its duties; and

(3) minimize the reporting burden tee extent possible.

Subd.4. Setting growth targets; related duties (a) The board, by June 15, 2023, and by June 15 of each
succeeding calendar year through June 15, 2027, shall establish annual health care spending growth targets for the
nextcalendar year consistent with the requirements of this seciiba board shall set annual health care spending
growth targets for the fivgear period from January 1, 2024, through December 31, 2028.

(b) The board shall periodically review all comporgenf the health care spending growth target program
methodology, economic indicators, and other factofee board may revise the annual spending growth targets
after a public hearing, as appropriatlé the board revises a spending growth target, tterdmust provide public
notice at least 60 days before the start of the calendar year to which the revised growth target will apply.

(c) The board, based on an analysis of drivers of health care spending and evidence from public testimony, shall
evaluatestrategies and new policies, including the establishment of accountability mechanisms, that are able to
contribute to meeting growth targets and limiting health care spending growth without increasing disparities in
access to health care.

Subd.5. Hearings At least annually, the board shall hold public hearings to present findings from spending
growth target monitoring The board shall also regularly hold public hearings to take testimony from stakeholders
on health care spending growth, setting andsieg health care spending growth targets, the impact of spending
growth and growth targets on health care access and quality, and as needed to perform the duties assigned under
section 62J.89, subdivisions 1, 2, and 3.

Sec.6. [62J.91] NOTICE TO HEALTH CARE ENTITIES.

Subdivision 1 Notice. (a) The board shall provide notice to all health care entities that have been identified by
the board as exceeding the spending growth target for any given year.

(b) For purposes of this section, "health caretghihust be defined by the board during the development of the
health care spending growth methodoloyVhen developing this methodology, the board shall consider a definition
of health care entity that includes clinics, hospitals, ambulatory surgicdérserphysician organizations,
accountable care organizations, integrated provider and plan systems, and other entities defined by the board,
provided that physician organizations with a patient panel of 15,000 or fewer, or which represent providers who
callectively receive less than $25,000,000 in annual net patient service revenue from health plan companies and
other payers, are exempt.

Subd.2. Performance improvement plans (a) The board shall establish and implement procedures to assist
health careentities to improve efficiency and reduce cost growth by requiring some or all health care entities
provided notice under subdivision 1 to file and implement a performance improvement Thenboard shall
provide written notice of this requirement to lieaare entities.

(b) Within 45 days of receiving a notice of the requirement to file a performance improvement plan, a health
care entity shall:

(1) file a performance improvement plan with the board; or

(2) file an application with the board to waithee requirement to file a performance improvement plan or extend
the timeline for filing a performance improvement plan.
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(c) The health care entity may file any documentation or supporting evidence with the board to support the
health care entity'application to waive or extend the timeline to file a performance improvement plenboard
shall require the health care entity to submit any other relevant information it deems necessary in considering the
waiver or extension application, provided ttiais information must be made public at the discretion of the board
The board may waive or delay the requirement for a health care entity to file a performance improvement plan in
response to a waiver or extension request in light of all informata®ived from the health care entity, based on a
consideration of the following factors:

(1) the costs, price, and utilization trends of the health care entity over time, and any demonstrated improvement
in reducing per capita medical expenses adjustecdtalythstatus;

(2) any ongoing strategies or investments that the health care entity is implementing to improve futiereriong
efficiency and reduce cost growth;

(3) whether the factors that led to increased costs for the health care entity can igdsogabsidered to be
unanticipated and outside of the control of the enfitilese factors may include but are not limited to age and other
health status adjusted factors and other cost inputs such as pharmaceutical expenses and medical device expenses;

(4) the overall financial condition of the health care entity; and

(5) any other factors the board considers relevéinthe board declines to waive or extend the requirement for
the health care entity to file a performance improvement plan, the bbaldprovide written notice to the health
care entity that its application for a waiver or extension was denied and the health care entity shall file a
performance improvement plan.

(d) A health care entity shall file a performance improvement plantisgtitvoard:

(1) within 45 days of receipt of an initial notice;

(2) if the health care entity has requested a waiver or extension, within 45 days of receipt of a notice that such
waiver or extension has been denied; or

(3) if the health care entity iganted an extension, on the date given on the extension.

(e) The performance improvement plan must identify the causes of the entity's cost growth and include but not
be limited to specific strategies, adjustments, and action steps the entity propoepieioent to improve cost
performance The proposed performance improvement plan must include specific identifiable and measurable
expected outcomes and a timetable for implementatiime timetable for a performance improvement plan must
not exceed 18 onths.

(f) The board shall approve any performance improvement plan it determines is reasonably likely to address the
underlying cause of the entity's cost growth and has a reasonable expectation for successful impleniéttiation
board determines thahe performance improvement plan is unacceptable or incomplete, the board may provide
consultation on the criteria that have not been met and may allow an additional time period of up to 30 calendar days
for resubmission Upon approval of the proposeénormance improvement plan, the board shall notify the health
care entity to begin immediate implementation of the performance improvement phenboard shall provide
public notice on its website identifying that the health care entity is implememtiegformance improvement plan
All health care entities implementing an approved performance improvement plan shall be subject to additional
reporting requirements and compliance monitoring, as determined by the Bderdboard shall provide assistance
to the health care entity in the successful implementation of the performance improvement plan.
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(g) All health care entities shall in good faith work to implement the performance improvementAplany
point during the implementation of the performaio@rovement plan, the health care entity may file amendments
to the performance improvement plan, subject to approval of the .boatdthe conclusion of the timetable
established in the performance improvement plan, the health care entity shall rejhertbimard regarding the
outcome of the performance improvement plérthe board determines the performance improvement plan was not
implemented successfully, the board shall:

(1) extend the implementation timetable of the existing performamm@®vement plan;

(2) approve amendments to the performance improvement plan as proposed by the health care entity;

(3) require the health care entity to submit a new performance improvement plan; or

(4) waive or delay the requirement to file any aiddial performance improvement plans.

(h) Upon the successful completion of the performance improvement plan, the board shall remove the identity of
the health care entity from the board's websitdie board may assist health care entities with implemgrhe
performance improvement plans or otherwise ensure compliance with this subdivision.

(i) If the board determines that a health care entity has:

(1) willfully neglected to file a performance improvement plan with the board within 45 days as required

(2) failed to file an acceptable performance improvement plan in good faith with the board;

(3) failed to implement the performance improvement plan in good faith; or

(4) knowingly failed to provide information required by this subdivision to thedoarknowingly provided
false information, the board may assess a civil penalty to the health care entity of not more than $%5@ @@@rd
must only impose a civil penalty as a last resort.

Sec.7. [62J.92] REPORTING REQUIREMENTS.

Subdivision 1 General requirement. (a) The board shall present the reports required by this section to the
chairs and ranking members of the legislative committees with primary jurisdiction over health care finance and
policy. The board shall also make these repavtgilable to the public on the board's website.

(b) The board may contract with a thipdrty vendor for technical assistance in preparing the reports.

Subd.2. Progress reports The board shall submit written progress updates about the development and
implementation of the health care spending growth target program by February 15, 2024, and February 15, 2025
The updates must include reporting on board membership and activities, program design decisions, planned
timelines for implementation of the gmam, and the progress of implementatiofihe reports must include the
methodological details underlying program design decisions.

Subd.3. Health care spending trends By December 15, 2024, and every December 15 thereafter, the board
shall submit a neort on health care spending trends and the health care spending growth target program that
includes:

(1) spending growth in aggregate and for entities subject to health care spending growth targets relative to
established target levels;
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(2) findings fromanalyses of drivers of health care spending growth;

(3) estimates of the impact of health care spending growth on Minnesota residents, including for communities
most impacted by health disparities, related to their access to insurance and care,hedith oare, and the ability
to pursue other spending priorities;

(4) the potential and observed impact of the health care growth targets on the financial viability of the rural
delivery system;

(5) changes under consideration for revising the methogdémonitor or set growth targets;

(6) recommendations for initiatives to assist health care entities in meeting health care spending growth targets,
including broader and more transparent adoption of vahised payment arrangements; and

(7) the numberof health care entities whose spending growth exceeded growth targets, information on
performance improvement plans and the extent to which the plans were completed, and any civil penalties imposed
on health care entities related to noncompliance witfopaance improvement plans and related requirements.

Sec.8. Minnesota Statutes 2020, section 62U.04, subdivision 11, is amended to read:

Subd.11. Restricted uses of the alpayer claims data (a) Notwithstanding subdivision 4, paragraph (b), and
suldivision 5, paragraph (b), the commissioner or the commissioner's designee shall only use the data submitted
under subdivisions 4 and 5 for the following purposes:

(1) to evaluate the performance of the health care home program as authorized under62&L08n
subdivision 7;

(2) to study, in collaboration with the reducing avoidable readmissions effectively (RARE) campaign, hospital
readmission trends and rates;

(3) to analyze variations in health care costs, quality, utilization, and illness hasged on geographical areas
or populations;

(4) to evaluate the state innovation model (SIM) testing grant received by the Departments of Health and Human
Services, including the analysis of health care cost, quality, and utilization baseline and fiobemation for
targeted populations and communitiasd

(5) to compile one or more public use files of summary data or tables that must:

(i) be available to the public for no or minimal cost by March 1, 2016, and available bgaset electronic
data devnload by June 30, 2019;

(i) not identify individual patients, payers, or providers;
(iif) be updated by the commissioner, at least annually, with the most current data available;
(iv) contain clear and conspicuous explanations of the characteristice data, such as the dates of the data

contained in the files, the absence of costs of care for uninsured patients or nonresidents, and other disclaimers that
provide appropriate context; and
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(v) not lead to the collection of additional data elemengobeé what is authorized under this section as of
June30, 2015; and

(6) to provide technical assistance to the Health Care Affordability Board to implement sections 62J.86 to 62J.92.

(b) The commissioner may publish the results of the authorizedidesstified in paragraph (a) so long as the
data released publicly do not contain information or descriptions in which the identity of individual hospitals,
clinics, or other providers may be discerned.

(c) Nothing in this subdivision shall be construedptohibit the commissioner from using the data collected
under subdivision 4 to complete the stiagesed risk adjustment system assessment due to the legislature on October 1,
2015.

(d) The commissioner or the commissioner's designee may use the daitéesubnaer subdivisions 4 and 5 for
the purpose described in paragraph (a), clause (3), until July 1, 2023.

(e) The commissioner shall consult with thegaler claims database work group established under subdivision
12 regarding the technical considgons necessary to create the public use files of summary data described in
paragraph (a), clause (5).

Sec.9. Minnesota Statutes 2020, section 256.01, is amended by adding a subdivision to read:

Subd.43. Education on contraceptive options The commissioner shall require hospitals and primary care
providers serving medical assistance and MinnesotaCare enrollees to develop and implement protocols to provide
these enrollees, when appropriate, with comprehensive and scientifically accurate infonatihe full range of
contraceptive options in a medically ethical, culturally competent, and noncoercive mahmerinformation
provided must be designed to assist enrollees in identifying the contraceptive method that best meets their needs and
the reeds of their families The protocol must specify the enrollee categories to which this requirement will be
applied, the process to be used, and the information and resources to be prélodedals and providers must
make this protocol available togltommissioner upon request.

Sec.10. Minnesota Statutes 2020, section 256.969, is amended by adding a subdivision to read:

Subd.31. Long-acting reversible contraceptives (a) The commissioner must provide separate reimbursement
to hospitals for longcting reversible contraceptives provided immediately postpartum in the inpatient hospital
setting This payment must be in addition to the diagnostic related group (DRG) reimbursement for labor and

delivery.

(b) The commissioner must require_managerk and countypased purchasing plans to comply with this
subdivision when providing services to medical assistance enrollees.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.11. Minnesota Statutes 2020, section 256B.021, subdivisianadnended to read:
Subd.4. Projects. The commissioner shall request permission and funding to further the following initiatives.

(a) Health care delivery demonstration project$is project involves testing alternative payment and service
delivery models in accordance with sections 256B.0755 and 256B.0713®&se demonstrations will allow the
Minnesota Department of Human Services to engage in alternative payment arrangements with provider
organizations that provide services to a specified patigmtlption for an agreed upon total cost of care or risk/gain
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sharing payment arrangement, but are not limited to these models of care delivery or p&uadity of care and
patient experience will be measured and incorporated into payment models ddonigsi cost of care
Demonstration sites should include Minnesota health care prograrfrfggrvices recipients and managed care
enrollees and support a robust primary care model and improved care coordination for recipients.

(b) Promote personal respsibility and encourage and reward healthy outcomd@shis project provides
Medicaid funding to provide individual and group incentives to encourage healthy behavior, prevent the onset of
chronic disease, and reward healthy outcomEscus areas may inale diabetes prevention and management,
tobacco cessation, reducing weight, lowering cholesterol, and lowering blood pressure.

(c) Encourage ut|I|zat|on of h|gh quallty cem‘lfectlve care This project creates incentivéisrough-Medicaid
, ams encourage the utilization of higluality, low-cost,
hlghvalue providers, as determlned by the state's provider peer grouping initiative under section 62U.04.

(d) Adults without children This proposal inclues requesting federal authority to impose a limit on assets for
adults without children in medical assistance, as defined in section 256B.055, subdivision 15, who have a household
income equal to or less than 75 percent of the federal poverty limit, anghese a 18@ay durational residency
requirement in MinnesotaCare, consistent with section 256L.09, subdivision 4, for adults without children,
regardless of income.

(e) Empower and encourage work, housing, and independéige project provides semés and supports for
individuals who have an identified health or disabling condition but are not yet certified as disabled, in order to
delay or prevent permanent disability, reduce the need for intensive health care ateinoegre services and
suppots, and to help maintain or obtain employment or assist in return to \Berkefits may include:

(1) coordination with health care homes or health care coordinators;

(2) assessment for wellness, housing needs, employment, planning, and goal setting;

(3) training services;

(4) job placement services;

(5) career counseling;

(6) benefit counseling;

(7) worker supports and coaching;

(8) assessment of workplace accommodations;

(9) transitional housing services; and

(10) assistance in maintaining tsig.

(f) Redesign home and communttgsed servicesThis project realigns existing funding, services, and supports
for people with disabilities and older Minnesotans to ensure community integration and a more sustainable service
system This may invole changes that promote a range of services to flexibly respond to the following needs:

(1) provide people less expensive alternatives to medical assistance services;

(2) offer more flexible and updated community support services under the Medicaiolatate
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(3) provide an individual budget and increased opportunity fordsed€tion;
(4) strengthen family and caregiver support services;

(5) allow persons to pool resources or save funds beyond a fiscal year to cover unexpected needs or foster
development of needed services;

(6) use of home and communibased waiver programs for people whose needs cannot be met with the
expanded Medicaid state plan community support service options;

(7) target access to residential care for those with higbeds;

(8) develop capacity within the community for crisis intervention and prevention;

(9) redesign case management;

(20) offer life planning services for families to plan for the future of their child with a disability;

(11) enhance seldvocacy ad life planning for people with disabilities;

(12) improve information and assistance to inform leergn care decisions; and

(13) increase quality assurance, performance measurement, and ehsedeeimbursement.
This project may include differenevels of longterm supports that allow seniors to remain in their homes and
communities, and expand care transitions from acute care to community care to prevent hospitalizations and nursing
home placementThe levels of support for seniors may range figesic community services for those with lower
needs, access to residential services if a person has higher needs, and targets access to nursing home care to those
with rehabilitation or high medical needsThis may involve the establishment of medicakdehresholds to
accommodate the level of support needed; provision of atknng care consultation to persons seeking residential
services, regardless of payer source; adjustment of incentives to providers and care coordination organizations to
achieve @sired outcomes; and a required coordination with medical assistance basic care benefit and
Medicare/Medigap benefit This proposal will improve access to housing and improve capacity to maintain
individuals in their existing home; adjust screening ansessment tools, as needed; improve transition and
relocation efforts; seek federal financial participation for alternative care and essential community supports; and
provide Medigap coverage for people having lower needs.

(g) Coordinate and streamline giees for people with complex needs, including those with multiple diagnoses
of physical, mental, and developmental conditiofiiis project will coordinate and streamline medical assistance
benefits for people with complex needs and multiple diagndsegould include changes that:

(1) develop communitpased service provider capacity to serve the needs of this group;

(2) build assessment and care coordination expertise specific to people with multiple diagnoses;

(3) adopt service delivery modélst allow coordinated access to a range of services for people with complex needs;

(4) reduce administrative complexity;

(5) measure the improvements in the state's ability to respond to the needs of this population; and

(6) increase the cosfffectiveness for the state budget.
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(h) Implement nursing home level of care criteridhis project involves obtaining any necessary federal
approval in order to implement the changes to the level of care criteria in section 144.0724, subdivision 11, and
implementfurther changes necessary to achieve reform of the home and comirmasety service system.

(i) Improve integration of Medicare and Medicai@his project involves reducing fragmentation in the health
care delivery system to improve care for peopleitdigfor both Medicare and Medicaid, and to align fiscal
incentives between primary, acute, and lbeign care The proposal may include:

(1) requesting an exception to the new Medicare methodology for payment adjustment for fully integrated
special neeslplans for dual eligible individuals;

(2) testing risk adjustment models that may be more favorable to capturing the needs of frail dually eligible
individuals;

(3) requesting an exemption from the Medicare bidding process for fully integrated specialptans for the
dually eligible;

(4) modifying the Medicare bid process to recognize additional costs of health home services; and
(5) requesting permission for righaring and gaksharing.

() Intensive residential treatment servicekhis projet would involve providing intensive residential treatment
services for individuals who have serious mental illness and who have other complex Tigisdsroposal would
allow such individuals to remain in these settings after mental health symptomsaimNzes, in order to maintain
their mental health and avoid more costly or unnecessary hospital or other residential care due to their other complex
conditions The commissioner may pursue a specialized rate for projects created under this section.

(k) Seek federal Medicaid matching funds for Andlatro Regional Treatment Center (AMRT.CJhis project
involves seeking Medicaid reimbursement for medical services provided to patients to AMRTC, including
requesting a waiver of United States Code, title gttion 1396d, which prohibits Medicaid reimbursement for
expenditures for services provided by hospitals with more than 16 beds that are primarily focused on the treatment
of mental illness This waiver would allow AMRTC to serve as a statewide restwcprovide diagnostics and
treatment for people with the most complex conditions.

() Waivers to allow Medicaid eligibility for children under age 21 receiving care in residential facilitigs
proposal would seek Medicaid reimbursement for any Mdicovered service for children who are placed in
residential settings that are determined to be "institutions for mental diseases," under United States Code, title 42,
section 1396d.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.12. Minnesota Statutes 2021 Supplement, section 256B.0371, subdivision 4, is amended to read:

Subd.4. Dental utilization report. (a) The commissioner shall submit an annual report beginning March 15,
2022, and ending March 15, 2026, to the chairs ankimg minority members of the legislative committees with
jurisdiction over health and human services policy and finance that includes the percentage for adults and children
one through 20 years of age for the most recent complete calendar year reddirésg ane dental visit for both
fee-for-service and the prepaid medical assistance progfdra report must include:

(1) statewide utilization for both fefer-service and for the prepaid medical assistance program;

(2) utilization by county;
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(3) utilization by children receiving dental services throughfteeservice and through a managed care plan or
countybased purchasing plan;

(4) utilization by adults receiving dental services throughféeeservice and through a managed care plan or
couny-based purchasing plan.

(b) The report must also include a description of any corrective action plans required to be submitted under
subdivision 2.

(c) The initial report due on March 15, 2022, must include the utilization metrics described in patayfaph
each of the following calendar yearg017, 2018, 2019, and 2020.

(d) In the annual report due on March 15, 2023, and in each report due thereafter, the commissioner shall include
the following:

(1) the number of dentists enrolled with the cassioner as a medical assistance dental provider and the
congressional district or districts in which the dentist provides services;

(2) the number of enrolled dentists who provided-figeservice dental services to medical assistance or
MinnesotaCare gients within the previous calendar year in the following incremeat® to nine patients, ten to
100 patients, and over 100 patients;

(3) the number of enrolled dentists who provided dental services to medical assistance or MinnesotaCare patients
through a managed care plan or coubfsed purchasing plan within the previous calendar year in the following
increments:one to nine patients, ten to 100 patients, and over 100 patients; and

(4) the number of dentists who provided dental services to gpag&nt who was enrolled in medical assistance
or MinnesotaCare within the previous calendar year.

(e) The report due on March 15, 2023, must include the metrics described in paragraph (d) for each of the
following years: 2017, 2018, 2019, 2020, and 2021

Sec.13. Minnesota Statutes 2021 Supplement, section 256B.04, subdivision 14, is amended to read:
Subd.14. Competitive bidding. (a) When determined to be effective, economical, and feasible, the
commissioner may utilize volume purchase through aitipe bidding and negotiation under the provisions of
chapter 16C, to provide items under the medical assistance program including but not limited to the following:
(1) eyeglasses;

(2) oxygen The commissioner shall provide for oxygen needed in amgamey situation on a shetérm basis,
until the vendor can obtain the necessary supply from the contract dealer;

(3) hearing aids and supplies;

(4) durable medical equipment, including but not limited to:
(i) hospital beds;

(i) commodes;

(iii) glid e-about chairs;
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(iv) patient lift apparatus;

(v) wheelchairs and accessories;

(vi) oxygen administration equipment;

(vii) respiratory therapy equipment;

(viii) electronic diagnostic, therapeutic and {8apport systems; and

(ix) allergenreducingproducts as described in section 256B.0625, subdivision 67, paragraph (c) or (d);

(5) nonemergency medical transportation level of need determinations, disbursement of public transportation
passes and tokens, and volunteer and recipient mileage andypaikibursements; and

(6) drugs.

(b) Rate changesnd-recipient-costharingunder this chapter and chapter 256L do not affect contract payments
under this subdivision unless specifically identified.

(c) The commissioner may not utilize volume purchigseugh competitive bidding and negotiation under the
provisions of chapter 16C for special transportation services or incontinence products and related supplies.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.14. Minnesota Statute2021 Supplement, section 256B.04, subdivision 14, is amended to read:

Subd.14. Competitive bidding. (a) When determined to be effective, economical, and feasible, the
commissioner may utilize volume purchase through competitive bidding and negotiatien the provisions of
chapter 16C, to provide items under the medical assistance program including but not limited to the following:

(1) eyeglasses;

(2) oxygen The commissioner shall provide for oxygen needed in an emergency situation ontarshbasis,
until the vendor can obtain the necessary supply from the contract dealer;

(3) hearing aids and supplies;

(4) durable medical equipment, including but not limited to:
(i) hospital beds;

(i) commodes;

(iii) glide-about chairs;

(iv) patientlift apparatus;

(v) wheelchairs and accessories;

(vi) oxygen administration equipment;
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(vii) respiratory therapy equipment;
(viii) electronic diagnostic, therapeutic and {8apport systems; and
(ix) allergenreducing products as described in secB66B.0625, subdivision 67, paragraph (c) or (d);

(5) nonemergency medical transportation level of need determinations, disbursement of public transportation
passes and tokens, and volunteer and recipient mileage and parking reimburserdents;

(6) drugs, and

(7) quitline services as described in section 256B.0625, subdivision 68.

(b) Rate changes and recipient esisaring under this chapter and chapter 256L do not affect contract payments
under this subdivision unless specifically identified.

(c) Thecommissioner may not utilize volume purchase through competitive bidding and negotiation under the
provisions of chapter 16C for special transportation services or incontinence products and related supplies.

EFFECTIVE DATE . This section is effective Jaary 1, 2023, or upon federal approval, whichever is.later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.15. Minnesota Statutes 2020, section 256B.055, subdivision 17, is amended: to read

Subd.17. Adults who were in foster care at the age of 18(a) Medical assistance may be paid for a person
under 26 years of age who was in foster care under the commissioner's responsibility on the date of attaining 18
years of ager older and who was enrolled in medical assistance uthdea state plan or a waiver dhe a plan
while in foster care, in accordance with section 2004 of the Affordable Care Act.

(b) Beginning January 1, 2023, medical assistance may be paid for a persp@@gdars of age who was in
foster care and enrolled in another state's Medicaid program while in foster care, in accordance with Public Law
115271, section 1002, the Substance {ssorder Prevention that Promotes Opioid Recovery and Treatment for
Patients and Communities Act.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.16. Minnesota Statutes 2020, section 256B.056, subdivision 3, is amended to read:

Subd.3. Asset limitations for certain individuals. (a) To be eligible for mddal assistance, a person must not
individually own more thar$3;600$20,000in assets, or if a member of a household with two family members,
husband and wife, or parent and child, the household must not own mo%6t880%$40,000in assets, plus $200
for each additional legal dependenit addition to these maximum amounts, an eligible individual or family may
accrue interest on these amounts, but they must be reduced to the maximum at the time of an eligibility
redetermination The accumulation of thclothing and personal needs allowance according to section 256B.35 must
also be reduced to the maximum at the time of the eligibility redeterminafibe value of assets that are not
considered in determining eligibility for medical assistance is thkeiev of those assets excluded under the
Supplemental Security Income program for aged, blind, and disabled persons, with the following exceptions:

(1) household goods and personal effects are not considered,;

(2) capital and operating assets of a traddusiness that the local agency determines are necessary to the
person's ability to earn an income are not considered,;
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(3) motor vehicles are excluded to the same extent excluded by the Supplemental Security Income program;

(4) assets designated as budgpenses are excluded to the same extent excluded by the Supplemental Security
Income program Burial expenses funded by annuity contracts or life insurance policies must irrevocably designate
the individual's estate as contingent beneficiary to thenextieceeds are not used for payment of selected burial
expenses;

(5) for a person who no longer qualifies as an employed person with a disability due to loss of earnings, assets
allowed while eligible for medical assistance under section 256B.057, ®ibdi®, are not considered for 12
months, beginning with the first month of ineligibility as an employed person with a disability, to the extent that the
person's total assets remain within the allowed limits of section 256B.057, subdivision 9, paf@graph

(6) a designated employment incentives asset account is disregarded when determining eligibility for medical
assistance for a person age 65 years or older under section 256B.055, subdivisioremployment incentives
asset account must only be idemted by a person who has been enrolled in medical assistance under section
256B.057, subdivision 9, for a Zbnsecutivemonth period A designated employment incentives asset account
contains qualified assets owned by the person and the person's gpthis last month of enroliment in medical
assistance under section 256B.057, subdivisio@@alified assets include retirement and pension accounts, medical
expense accounts, and up to $17,000 of the person's other nonexcluded Assetsployment mcentives asset
account is no longer designated when a person loses medical assistance eligibility for a calendar month or more
before turning age 65 A person who loses medical assistance eligibility before age 65 can establish a new
designated employmeincentives asset account by establishing a newo2éecutivenonth period of enrollment
under section 256B.057, subdivision Ihe income of a spouse of a person enrolled in medical assistance under
section 256B.057, subdivision 9, during each ofZh&onsecutive months before the person's 65th birthday must be
disregarded when determining eligibility for medical assistance under section 256B.055, subdivislers@ns
eligible under this clause are not subject to the provisions in section 2568269

(7) effective July 1, 2009, certain assets owned by American Indians are excluded as required by section 5006 of
the American Recovery and Reinvestment Act of 2009, Public Lawb1Ebr purposes of this clause, an American
Indian is any person whmeets the definition of Indian according to Code of Federal Regulations, title 42, section
447.50; and

(8) for individuals who were enrolled in medical assistance during the C@9lBederal public health
emergency declared by the United States Segrefarlealth and Human Services and who are subject to the asset
limits _established by this subdivision, assets in excess of the limits must be disregarded until 95 days after the
individual's first renewal occurring after the expiration of the CO\lEDfeceral public health emergency declared
by the United States Secretary of Health and Human Services.

(b) No asset limit shall apply to persons eligible under section 256B.055, subdivision 15.

EFFECTIVE DATE . The amendment to paragraph (a) increasing $ketdimits is effective January 1, 2025,
or upon federal approval, whichever is latdihe amendment to paragraph (a) adding clause (8) is effective July 1,
2022, or upon federal approval, whichever is latEhe commissioner of human services shallfpdhe revisor of
statutes when federal approval is obtained.

Sec.17. Minnesota Statutes 2020, section 256B.056, subdivision 4, is amended to read:

Subd.4. Income. (a) To be eligible for medical assistance, a person eligible under section 256B.055,
subdivisions 7, 7a, and 12, may have income up to 100 percent of the federal poverty guiaietinefective
January 1, 2025, income up to 133 percent of the federal poverty guidetiffestive January 1, 2000, and each
successive January, recipierdt Supplemental Security Income may have an income up to the Supplemental
Security Income standard in effect on that date.
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(b) To be eligible for medical assistance under section 256B.055, subdivision 3a, a parent or caretaker relative
may have an incomep to 133 percent of the federal poverty guidelines for the household size.

(c) To be eligible for medical assistance under section 256B.055, subdivision 15, a person may have an income
up to 133 percent of federal poverty guidelines for the househad siz

(d) To be eligible for medical assistance under section 256B.055, subdivision 16, a child age 19 to 20 may have
an income up to 133 percent of the federal poverty guidelines for the household size.

(e) To be eligible for medical assistance under se@b6B.055, subdivision 3a, a child under age 19 may have
income up to 275 percent of the federal poverty guidelines for the household size.

() In computing income to determine eligibility of persons under paragraphs (a) to (e) who are not residents of
long-term care facilities, the commissioner shall disregard increases in income as required by Public-h&8ys 94
section 503; 9272; and 9%09. For persons eligible under paragraph (a), veteran aid and attendance benefits and
Veterans Administrationnusual medical expense payments are considered income to the recipient.

Sec.18. Minnesota Statutes 2020, section 256B.056, subdivision 7, is amended to read:

Subd.7. Period of eligibility. (a) Eligibility is available for the month of applicationdafor three months prior
to application if the person was eligible in those prior manthsedetermination of eligibility must occur every 12
months.

(b) For a person eligible for an insurance affordability program as defined in section 256B.02 sgubd®j
who reports a change that makes the person eligible for medical assistance, eligibility is available for the month the
change was reported and for three months prior to the month the change was reported, if the person was eligible in
those prior ronths.

(c) Once determined eligible for medical assistance, a child under the age of 21 is continuously eligible for a
period of up to 12 months, unless:

(1) the child reaches age 21;

(2) the child requests voluntary termination of coverage;

(3) the child ceases to be a resident of Minnesota;

(4) the child dies; or

(5) the agency determines the child's eligibility was erroneously granted due to agency error or enrollee fraud,
abuse, or perjury

EFFECTIVE DATE . This section is effective Jaary 1, 2024, or upon federal approval, whichever is.later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.19. Minnesota Statutes 2021 Supplement, section 256B.0625, subdivision 9, teanemnead:

Subd.9. Dental services (a) Medical assistance coveredically necessamyental services.
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(2)-periodic-exams,;-imited-to-one-per-year;
3) limited :

who cannot
intraoral

aPSCEeSSes;

eghant Whenen

following guidelines apply:
(1) posterior fillings are paid at the amalgam rate;
(2) application of sealants are covered once every five years per permanerbrediddren-only

(3) application of fluoride varnish is covered once every six months; and
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(4) orthodntia is eligible for coverage for children only.

{e) (b) In addition to the services specifiedgaragraphs{b)-and-(papragraph (a)medical assistance covers the
following servicedor-adults

(1) house calls or extended care facility calls foisibe delivery of covered services;

(2) behavioral management when additional staff time is required to accommodate behavioral challenges and
sedation is not used;

(3) oral or IV sedation, if the covered dental service cannot be performed safely withowatld otherwise
require the service to be performed under general anesthesia in a hospital or surgical center; and

(4) prophylaxis, in accordance with an appropriate individualized treatment plan, but no more than four times
per year.

& (c) The commissioner shall not require prior authorization for the services included in parg@gdafi),
clauses (1) to (3), and shall prohibit managed care and cbasgd purchasing plans from requiring prior
authorization for the services included in paragrégh(b), clauses (1) to (3), when provided under sections
256B.69, 256B.692, and 256L.12.

EFFECTIVE DATE . This section is effective January 1, 2023, or upon federal approval, whichever.is later
The commissioner of human services shall notify the rewifstatutes when federal approval is obtained.

Sec.20. Minnesota Statutes 2021 Supplement, section 256B.0625, subdivision 17, is amended to read:

Subd.17. Transportation costs (a) "Nonemergency medical transportation service" means motor vehicle
transportation provided by a public or private person that serves Minnesota health care program beneficiaries who
do not require emergency ambulance service, as defined in section 144E.001, subdivision 3, to obtain covered
medical services.

(b) Medical asistance covers medical transportation costs incurred solely for obtaining emergency medical care
or transportation costs incurred by eligible persons in obtaining emergency or nonemergency medical care when
paid directly to an ambulance company, nonemmrgemedical transportation company, or other recognized
providers of transportation serviceldledical transportation must be provided by:

(1) nonemergency medical transportation providers who meet the requirements of this subdivision;

(2) ambulances, atefined in section 144E.001, subdivision 2;

(3) taxicabs that meet the requirements of this subdivision;

(4) public transit, as defined in section 174.22, subdivision 7; or

(5) notfor-hire vehicles, including volunteer drivers, as defined in seci@®4y2, subdivision 1, paragraph (h).

(c) Medical assistance covers nonemergency medical transportation provided by nonemergency medical
transportation providers enrolled in the Minnesota health care progralinsonemergency medical transportation

providers must comply with the operating standards for special transportation service as defined in sections 174.29
to 174.30 and Minnesota Rules, chapter 8840, and all drivers must be individually enrolled wiimthissioner
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and reported on the claim as the individual who provided the serilenonemergency medical transportation
providers shall bill for nonemergency medical transportation services in accordance with Minnesota health care
programs criteria Publicly operated transit systems, volunteers, andfarehire vehicles are exempt from the
requirements outlined in this paragraph.

(d) An organization may be terminated, denied, or suspended from enrollment if;

(1) the provider has not initiated bac&gnd studies on the individuals specified in section 174.30, subdivision
10, paragraph (a), clauses (1) to (3); or

(2) the provider has initiated background studies on the individuals specified in section 174.30, subdivision 10,
paragraph (a), clauses tb)(3), and:

(i) the commissioner has sent the provider a notice that the individual has been disqualified under section
245C.14; and

(ii) the individual has not received a disqualification-asile specific to the special transportation services
provider under sections 245C.22 and 245C.23.

(e) The administrative agency of nonemergency medical transportation must:

(1) adhere to the policies defined by the commissioner in consultation with the Nonemergency Medical
Transportation Advisory Committee;

(2) pay nhonemergency medical transportation providers for services provided to Minnesota health care programs
beneficiaries to obtain covered medical services;

(3) provide data monthly to the commissioner on appeals, complairghiongs, canceled trips, @mumber of
trips by mode; and

(4) by July 1, 2016, in accordance with subdivision 18e, utilize abmskd single administrative structure
assessment tool that meets the technical requirements established by the commissioner, reconciles trip information
with claims being submitted by providers, and ensures prompt payment for nonemergency medical transportation
services.

(f) Until the commissioner implements the single administrative structure and delivery system under subdivision
18e, clients shall obtaitheir levelof-service certificate from the commissioner or an entity approved by the
commissioner that does not dispatch rides for clients using modes of transportation under paragraph (i), clauses (4),
(5), (6), and (7).

(g) The commissioner may usa arder by the recipient's attending physician, advanced practice registered
nurse, or a medical or mental health professional to certify that the recipient requires nonemergency medical
transportation servicesNonemergency medical transportation provédshall perform driveassisted services for
eligible individuals, when appropriateDriver-assisted service includes passenger pickup at and return to the
individual's residence or place of business, assistance with admittance of the individual édlitred facility, and
assistance in passenger securement or in securing of wheelchairs, child seats, or stretchers in the vehicle.

Nonemergency medical transportation providers must take clients to the health care provider using the most
direct route, andanust not exceed 30 miles for a trip to a primary care provider or 60 miles for a trip to a specialty
care provider, unless the client receives authorization from the local agency.
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Nonemergency medical transportation providers may not bill for separateabeséor the continuation of a trip
beyond the original destinationNonemergency medical transportation providers must maintain trip logs, which
include pickup and drepff times, signed by the medical provider or client, whichever is deemed mospegafEp
attesting to mileage traveled to obtain covered medical servickents requesting client mileage reimbursement
must sign the trip log attesting mileage traveled to obtain covered medical services.

(h) The administrative agency shall use theeleof service process established by the commissioner in
consultation with the Nonemergency Medical Transportation Advisory Committee to determine the client's most
appropriate mode of transportatiol public transit or a certified transportation prder is not available to provide
the appropriate service mode for the client, the client may receive a onetime service upgrade.

(i) The covered modes of transportation are:

(1) client reimbursement, which includes client mileage reimbursement proviaddidrits who have their own
transportation, or to family or an acquaintance who provides transportation to the client;

(2) volunteer transport, which includes transportation by volunteers using their own vehicle;

(3) unassisted transport, which includesnsportation provided to a client by a taxicab or public tranéia
taxicab or public transit is not available, the client can receive transportation from another nonemergency medical
transportation provider;

(4) assisted transport, which includeantsport provided to clients who require assistance by a nonemergency
medical transportation provider;

(5) lift-equipped/ramp transport, which includes transport provided to a client who is dependent on a device and
requires a nonemergency medical transggam provider with a vehicle containing a lift or ramp;

(6) protected transport, which includes transport provided to a client who has received a prescreening that has
deemed other forms of transportation inappropriate and who requires a prqiideith a protected vehicle that is
not an ambulance or police car and has safety locks, a video recorder, and a transparent thermoplastic partition
between the passenger and the vehicle driver; and (ii) who is certified as a protected transport provider; and

(7) stretcher transport, which includes transport for a client in a prone or supine position and requires a
nonemergency medical transportation provider with a vehicle that can transport a client in a prone or supine
position.

() The local agency shable the single administrative agency and shall administer and reimburse for modes
defined in paragraph (i) according to paragraphs (m) and (n) when the commissioner has developed, made available,
and funded the webased single administrative structuresessment tool, and level of need assessment under
subdivision 18e The local agency's financial obligation is limited to funds provided by the state or federal
government.

(k) The commissioner shall:

(1) in consultation with the Nonemergency Medicalns@ortation Advisory Committee, verify that the mode
and use of nonemergency medical transportation is appropriate;

(2) verify that the client is going to an approved medical appointment; and

(3) investigate all complaints and appeals.
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() The administrative agency shall pay for the services provided in this subdivision and seek reimbursement
from the commissioner, if appropriaté\s vendors of medical care, local agencies are subject to the provisions in
section 256B.041, the sanctions and Btarny recovery actions in section 256B.064, and Minnesota Rules, parts
9505.2160 to 9505.2245.

(m) Payments for nonemergency medical transportation must be paid based on the client's assessed mode under
paragraph (h), not the type of vehicle used to gl®the service The medical assistance reimbursement rates for
nonemergency medical transportation services that are payable by or on behalf of the commissioner for
nonemergency medical transportation services are:

(1) $0.22 per mile for client reimbunsent;
(2) up to 100 percent of the Internal Revenue Service business deduction rate for volunteer transport;

(3) equivalent to the standard fare for unassisted transport when provided by public transit, and $11 for the base
rate and $1.30 per mile whenopided by a nonemergency medical transportation provider;

(4) $13 for the base rate and $1.30 per mile for assisted transport;
(5) $18 for the base rate and $1.55 per mile foeliftipped/ramp transport;
(6) $75 for the base rate and $2.40 per natepfotected transport; and

(7) $60 for the base rate and $2.40 per mile for stretcher transport, and $9 per trip for an additional attendant if
deemed medically necessary.

(n) The base rate for nonemergency medical transportation services in areed defiler RUCA to be super
rural is equal to 111.3 percent of the respective base rate in paragraph (m), clauses .(I)he (deage rate for
nonemergency medical transportation services in areas defined under RUCA to be rural or super rural areas is:

(1) for a trip equal to 17 miles or less, equal to 125 percent of the respective mileage rate in paragraph (m),
clauses (1) to (7); and

(2) for a trip between 18 and 50 miles, equal to 112.5 percent of the respective mileage rate in paragraph (m),
clauses (1) to (7).

(o) For purposes of reimbursement rates for nonemergency medical transportation services under paragraphs (m)
and (n), the zip code of the recipient's place of residence shall determine whether the urban, rural, or super rural
reimburgment rate applies.

(p) For purposes of this subdivision, "rural urban commuting area" or "RUCA" means a-teaonsumsed
classification system under which a geographical area is determined to be urban, rural, or super rural.

(q) The commissioner, wheatetermining reimbursement rates for nonemergency medical transportation under
paragraphs (m) and (n), shall exempt all modes of transportation listed under paragraph (i) from Minnesota Rules,
part 9505.0445, item R, subitem (2).

() Effective for the fist day of each calendar quarter in which the price of gasoline as posted publicly by the
United States Energy Information Administration exceeds $3.00 per gallon, the commissioner shall adjust the rate
paid per mile in paragraph (m) by one percent up emdimr every increase or decrease of ten cents for the price of
gasoline The increase or decrease must be calculated using a base gasoline price oFI$3 ¥rcentage increase
or decrease must be calculated using the average of the most recemdlyl@ymice of all grades of gasoline for
Minnesota as posted publicly by the United States Energy Information Administration.

EFFECTIVE DATE . This section is effective July 1, 2022.
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Sec.21. Minnesota Statutes 2020, section 256B.0625, subdivisionslZmended to read:

Subd.17a Payment for ambulance services (a) Medical assistance covers ambulance servirsviders
shall bill ambulance services according to Medicare critéi@anemergency ambulance services shall not be paid as
emergencies Effective for services rendered on or after July 1, 2001, medical assistance payments for ambulance
services shall be paid at the Medicare reimbursement rate or at the medical assistance payment rate in effect on July
1, 2000, whichever is greater.

(b) Effective for services provided on or after July 1, 2016, medical assistance payment rates for ambulance
services identified in this paragraph are increased by five perCampitation payments made to managed care plans
and countybased purchasing plansrfambulance services provided on or after January 1, 2017, shall be increased
to reflect this rate increaseThe increased rate described in this paragraph applies to ambulance service providers
whose base of operations as defined in section 144E.&Ceited:

(1) outside the metropolitan counties listed in section 473.121, subdivision 4, and outside the cities of Duluth,
Mankato, Moorheadst. Cloud, and Rochester; or

(2) within a municipality with a population of less than 1,000.

(c) Effective forthe first day of each calendar quarter in which the price of gasoline as posted publicly by the
United States Energy Information Administration exceeds $3.00 per gallon, the commissioner shall adjust the rate
paid per mile in paragraphs (a) and (b) by pascent up or down for every increase or decrease of ten cents for the
price of gasoline The increase or decrease must be calculated using a base gasoline price. of I$3 P€rcentage
increase or decrease must be calculated using the average of sheeosmtly available price of all grades of
gasoline for Minnesota as posted publicly by the United States Energy Information Administration.

EFFECTIVE DATE . This section is effective July 1, 2022.

Sec.22. Minnesota Statutes 2020, section 256B.0&2Bdivision 18h, is amended to read:

Subd.18h Nonemergency medical transportation provisions related tananaged care (a) The following
nonemergency medical transportatgubdivisions apply to managed care plans and cehamged purchasing plans:

(1) subdivision 17, paragraphs (a), (b), (i), and (n);

(2) subdivision 18; and

(3) subdivision 18a.

(b) A nonemergency medical transportation provider must comply with the operating standards for special
transportation service specified in sections 17402974.30 and Minnesota Rules, chapter 88RQblicly operated

transit systems, volunteers, and-farthire vehicles are exempt from the requirements in this paragraph.

(c) Managed care and courtased purchasing plans must provide a fuel adjustmemohemergency medical
transportation payment rates when the price of gasoline exceeds $3.00 per gallon.

Sec.23. Minnesota Statutes 2020, section 256B.0625, subdivision 22, is amended to read:

Subd.22. Hospice care Medical assistance covers hospicare services under Public Law-3B2, section
9505, to the extent authorized by rule, except that a recipient age 21 or under who elects to receive hospice services
does not waive coverage for services that are related to the treatment of the cdoditibich a diagnosis of
terminal illness has been madélospice respite and eral-life care under subdivision 22a are not hospice care
services under this subdivision.
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Sec.24. Minnesota Statutes 2020, section 256B.0625, is amended by adding a subdiviead:

Subd.22a Residential hospice facility; hospice respite_and endf-life_care for children. (a) Medical
assistance covers hospice respite andadlifle care if the care is for recipients age 21 or under who elect to receive
hospice care alivered in a facility that is licensed under sections 144A.75 to 144A.755 and that is a residential
hospice facility under section 144A.75, subdivision 13, paragraphHa3pice care services under subdivision 22
are not hospice respite or enfilife care under this subdivision

(b) The payment rates for coverage under this subdivision must be 100 percent of the Medicare rate for
continuous home care hospice services as published in the Centers for Medicare and Medicaid Services annual final
rule updating payments and policies for hospice caRayment for hospice respite and arfdife care under this
subdivision must be made from state funds, though the commissioner shall seek to obtain federal financial
participation for the paymentsPayment fo hospice respite and ewmd-life care must be paid to the residential
hospice facility and are not included in any limits or cap amount applicable to hospice services payments to the
elected hospice services provider.

(c) Certification of the residentif&lospice facility by the federal Medicare program must not be a requirement of
medical assistance payment for hospice respite andfelifd care under this subdivision.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.25. MinnesotaStatutes 2020, section 256B.0625, subdivision 28b, is amended to read:

Subd.28h Doula services Medical assistance covers doula services provided by a certified doula as defined in
section 148.995, subdivision 2, of the mother's choié®r purposesf this section, "doula services" means
childbirth education and support services, including emotional and physical support provided during pregnancy,
labor, birth, and postpartunThe commissioner shall enroll doula agencies and individual treatingsdaubader to
provide direct reimbursement.

EFFECTIVE DATE . This section is effective January 1, 2024, subject to federal appréokalcommissioner
of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.26. Minnesota Statutes 2021 Supplement, section 256B.0625, subdivision 30, is amended to read:

Subd.30. Other clinic services (a) Medical assistance covers rural health clinic services, federally qualified
health center services, nonprofit community healihicc services, and public health clinic serviceRural health
clinic services and federally qualified health center services mean services defined in United States Code, title 42,
section 1396d(a)(2)(B) and (CPayment for rural health clinic and fed#y qualified health center services shall
be made according to applicable federal law and regulation.

(b) A federally qualified health center (FQHC) that is beginning initial operation shall submit an estimate of
budgeted costs and visits for the iaitreporting period in the form and detail required by the commissiofer
FQHC that is already in operation shall submit an initial report using actual costs and visits for the initial reporting
period Within 90 days of the end of its reporting periath FQHC shall submit, in the form and detail required by
the commissioner, a report of its operations, including allowable costs actually incurred for the period and the actual
number of visits for services furnished during the period, and other informegquired by the commissioner
FQHCs that file Medicare cost reports shall provide the commissioner with a copy of the most recent Medicare cost
report filed with the Medicare program intermediary for the reporting year which support the costs olaithei
cost report to the state.
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(c) In order to continue coftased payment under the medical assistance program according to paragraphs (a)
and (b), an FQHC or rural health clinic must apply for designation as an essential community provider within six
months of final adoption of rules by the Department of Health according to section 62Q.19, subdivisionhose
FQHCs and rural health clinics that have applied for essential community provider status withirntloatsixime
prescribed, medical dstance payments will continue to be made according to paragraphs (a) and (b) for the first
three years after applicatiorFor FQHCs and rural health clinics that either do not apply within the time specified
above or who have had essential community iolervstatus for three years, medical assistance payments for health
services provided by these entities shall be according to the same rates and conditions applicable to the same service
provided by health care providers that are not FQHCs or rural tedialtts.

(d) Effective July 1, 1999, the provisions of paragraph (c) requiring an FQHC or a rural health clinic to make
application for an essential community provider designation in order to haveasest payments made according to
paragraphs (a) antbno longer apply.

(e) Effective January 1, 2000, payments made according to paragraphs (a) and (b) shall be limited to the cost
phaseout schedule of the Balanced Budget Act of 1997.

(f) Effective January 1, 2001, through December 31, 2020, each FQ#@ueal health clinic may elect to be
paid either under the prospective payment system established in United States Code, title 42, section 1396a(aa), or
under an alternative payment methodology consistent with the requirements of United States €d@e sttition
1396a(aa), and approved by the Centers for Medicare and Medicaid Sefhieealternative payment methodology
shall be 100 percent of cost as determined according to Medicare cost principles.

(g) Effective for services provided on or affemuary 1, 2021, all claims for payment of clinic services provided
by FQHCs and rural health clinics shall be paid by the commissioner, according to an annual election by the FQHC
or rural health clinic, under the current prospective payment systembagsan paragraph (f) or the alternative
payment methodology described in paragraph (I).

(h) For purposes of this section, "nonprofit community clinic” is a clinic that:

(1) has nonprofit status as specified in chapter 317A,;

(2) has tax exempt status@®vided in Internal Revenue Code, section 501(c)(3);

(3) is established to provide health services to-ilmeome population groups, uninsured, higgk and special
needs populations, underserved and other special needs populations;

(4) employs profegsnal staff at least onkalf of which are familiar with the cultural background of their clients;

(5) charges for services on a sliding fee scale designed to provide assistancenmmio® clients based on
current poverty income guidelines and fansiye; and

(6) does not restrict access or services because of a client's financial limitations or public assistance status and
provides necost care as needed.

(i) Effective for services provided on or after January 1, 2015, all claims for paymentiofsgivices provided
by FQHCs and rural health clinics shall be paid by the commissidhercommissioner shall determine the most
feasible method for paying claims from the following options:

(1) FQHCs and rural health clinics submit claims directly the commissioner for payment, and the
commissioner provides claims information for recipients enrolled in a managed care orlwasedypurchasing
plan to the plan, on a regular basis; or
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(2) FQHCs and rural health clinics submit claims for recipient®lked in a managed care or coutigsed
purchasing plan to the plan, and those claims are submitted by the plan to the commissioner for payment to the
clinic.

(i) For clinic services provided prior to January 1, 2015, the commissioner shall calculgtayamonthly the
proposed managed care supplemental payments to clinics, and clinics shall conduct a timely review of the payment
calculation data in order to finalize all supplemental payments in accordance with feder@ingvssues arising
from a clnic's review must be reported to the commissioner by January 1, 2{ioh final agreement between the
commissioner and a clinic on issues identified under this subdivision, and in accordance with United States Code,
title 42, section 1396a(bb), no sueplental payments for managed care plan or ceom$gd purchasing plan
claims for services provided prior to January 1, 2015, shall be made after June 30If2B&Zommissioner and
clinics are unable to resolve issues under this subdivision, thegattall submit the dispute to the arbitration
process under section 14.57.

(k) The commissioner shall seek a federal waiver, authorized under section 1115 of the Social Security Act, to
obtain federal financial participation at the 100 percent feder&thimg percentage available to facilities of the
Indian Health Service or tribal organization in accordance with section 1905(b) of the Social Security Act for
expenditures made to organizations dually certified under Title V of the Indian Health Camvémpnt Act,

Public Law 94437, and as a federally qualified health center under paragraph (a) that provides services to American
Indian and Alaskan Native individuals eligible for services under this subdivision.

() All claims for payment of clinic seiges provided by FQHCs and rural health clinics, that have elected to be
paid under this paragraph, shall be paid by the commissioner according to the following requirements:

(1) the commissioner shall establish a single medical and single degéadization encounter rate for each
FQHC and rural health clinic when applicable;

(2) each FQHC and rural health clinic is eligible for same day reimbursement of one medical and one dental
organization encounter rate if eligible medical and dental \@ségprovided on the same day;

(3) the commissioner shall reimburse FQHCs and rural health clinics, in accordance with current applicable
Medicare cost principles, their allowable costs, including direct patient care costs and-rphttedt support
senices Nonallowable costs include, but are not limited to:

(i) general social services and administrative costs;

(ii) retail pharmacy;

(iii) patient incentives, food, housing assistance, and utility assistance;

(iv) external lab and-xay;

(v) navigaton services;

(vi) health care taxes;

(vii) advertising, public relations, and marketing;

(viii) office entertainment costs, food, alcohol, and gifts;

(ix) contributions and donations;
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(x) bad debts or losses on awards or contracts;

(xi) fines, penalties, damages, or other settlements;

(xii) fund-raising, investment management, and associated administrative costs;

(xiii) research and associated administrative costs;

(xiv) nonpaid workers;

(xv) lobbying;

(xvi) scholarships and student aiddan

(xvii) nonmedical assistance covered services;

(4) the commissioner shall review the list of nonallowable costs in the years between the rebasing process
established in clause (5), in consultation with the Minnesota Association of Community Heakhs CEQHCs,
and rural health clinics The commissioner shall publish the list and any updates in the Minnesota health care

programs provider manual;

(5) the initial applicable base year organization encounter rates for FQHCs and rural health clihios shal
computed for services delivered on or after January 1, 2021, and:

(i) must be determined using each FQHC's and rural health clinic's Medicare cost reports from 2017 and 2018;

(i) must be according to current applicable Medicare cost principlep@isable to FQHCs and rural health
clinics without the application of productivity screens and upper payment limits or the Medicare prospective
payment system FQHC aggregate mean upper payment limit;

(i) must be subsequently rebased every two yeargéffier using the Medicare cost reports that are three and
four years prior to the rebasing yeafears in which organizational cost or claims volume is reduced or altered due
to a pandemic, disease, or other public health emergency shall not be uagdofs fpase year when the base year
includes more than one yeaThe commissioner may use the Medicare cost reports of a year unaffected by a
pandemic, disease, or other public health emergency, or previous two consecutive years, inflated to thedmse ye
established under item (iv);

(iv) must be inflated to the base year using the inflation factor described in clause (6); and
(v) the commissioner must provide for a@8y appeals process under section 14.57;

(6) the commissioner shall annuallyflate the applicable organization encounter rates for FQHCs and rural
health clinics from the base year payment rate to the effective date by using the CMS FQHC Market Basket inflator
established under United States Code, title 42, section 1395m(q)roesstivity;

(7) FQHCs and rural health clinics that have elected the alternative payment methodology under this paragraph
shall submit all necessary documentation required by the commissioner to compute the rebased organization
encounter rates no laténan six months following the date the applicable Medicare cost reports are due to the
Centers for Medicare and Medicaid Services;
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(8) the commissioner shall reimburse FQHCs and rural health clinics an additional amount relative to their
medical and dentarganization encounter rates that is attributable to the tax required to be paid according to section
295.52, if applicable;

(9) FQHCs and rural health clinics may submit change of scope requests to the commissioner if the change of
scope would resulin an increase or decrease of 2.5 percent or higher in the medical or dental organization
encounter rate currently received by the FQHC or rural health clinic;

(10) for FQHCs and rural health clinics seeking a change in scope with the commissionelausde(9) that
requires the approval of the scope change by the federal Health Resources Services Administration:

(i) FQHCs and rural health clinics shall submit the change of scope request, including the start date of services,
to the commissioner withigeven business days of submission of the scope change to the federal Health Resources
Services Administration;

(i) the commissioner shall establish the effective date of the payment change as the federal Health Resources
Services Administration date approval of the FQHC's or rural health clinic's scope change request, or the effective
start date of services, whichever is later; and

(iii) within 45 days of one year after the effective date established in item (ii), the commissioner shall conduct a
retroactive review to determine if the actual costs established under clause (3) or encounters result in an increase or
decrease of 2.5 percent or higher in the medical or dental organization encounter rate, and if this is the case, the
commissioner shall rése the rate accordingly and shall adjust payments retrospectively to the effective date
established in item (ii);

(11) for change of scope requests that do not require federal Health Resources Services Administration approval,
the FQHC and rural healthimic shall submit the request to the commissioner before implementing the change, and
the effective date of the change is the date the commissioner received the FQHC's or rural health clinic's request, or
the effective start date of the service, whichdsdater The commissioner shall provide a response to the FQHC's
or rural health clinic's request within 45 days of submission and provide a final approval within 120 days of
submission This timeline may be waived at the mutual agreement of the caiomé and the FQHC or rural
health clinic if more information is needed to evaluate the request;

(12) the commissioner, when establishing organization encounter rates for new FQHCs and rural health clinics,
shall consider the patient caseload of exist@HCs and rural health clinics in a-6flle radius for organizations
established outside of the sewawunty metropolitan area, and in a-®fle radius for organizations in the
sevencounty metropolitan arealf this information is not available, the comssioner may use Medicare cost
reports or audited financial statements to establish base rates;

(13) the commissioner shall establish a quality measures workgroup that includes representatives from the
Minnesota Association of Community Health Center@HEs, and rural health clinics, to evaluate clinical and
nonclinical measures; and

(14) the commissioner shall not disallow or reduce costs that are related to an FQHC's or rural health clinic's
participation in health care educational programs to thenéxhat the costs are not accounted for in the alternative
payment methodology encounter rate established in this paragraph.

(m) Effective July 1, 2022, an enrolled Indian Health Service facility or a Tribal health center operating under a
638 contract bocompact may elect to also enroll as a Tribal FQMIB requirements that otherwise apply to FQHCs
covered in this subdivision apply to Tribal FQHCs enrolled under this paragraph, except those necessary to comply
with federal regulations The commissioneshall establish an alternative payment method for Tribal FQHCs
enrolled under this paragraph that uses the same method and rates applicable to a Tribal facility or health center that
does not enroll as a Tribal FQHC.
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Sec.27. Minnesota Statutes 2021 Sipment, section 256B.0625, subdivision 31, is amended to read:

Subd.31. Medical supplies and equipment (a) Medical assistance covers medical supplies and equipment
Separate payment outside of the facility's payment rate shall be madesfeichairs and wheelchair accessories for
recipients who are residents of intermediate care facilities for the developmentally disReliecbursement for
wheelchairs and wheelchair accessories for ICF/DD recipients shall be subject to the same sanditiomtations
as coverage for recipients who do not reside in institutioAswheelchair purchased outside of the facility's
payment rate is the property of the recipient.

(b) Vendors of durable medical equipment, prosthetics, orthotics, or medipgdies must enroll as a Medicare
provider.

(c) When necessary to ensure access to durable medical equipment, prosthetics, orthotics, or medical supplies,
the commissioner may exempt a vendor from the Medicare enrollment requirement if:

(1) the vendor suplies only one type of durable medical equipment, prosthetic, orthotic, or medical supply;
(2) the vendor serves ten or fewer medical assistance recipients per year;

(3) the commissioner finds that other vendors are not available to provide samelar durable medical
equipment, prosthetics, orthotics, or medical supplies; and

(4) the vendor complies with all screening requirements in this chapter and Code of Federal Regulations, title 42,
part 455 The commissioner may also exempt a vendor froenMiedicare enroliment requirement if the vendor is
accredited by a Centers for Medicare and Medicaid Services approved national accreditation organization as
complying with the Medicare program's supplier and quality standards and the vendor servely pradgiric
patients.

(d) " Durable medical equipméhtneans a device or equipment that:
(1) can withstand repeated use;
(2) is generally not useful in the absence of an iliness, injury, or disability; and

(3) is provided to correct or accommodatelggiological disorder or physical condition or is generally used
primarily for a medical purpose.

(e) Electronic tablets may be considered durable medical equipment if the electronic tablet will be used as an
augmentative and alternative communicationiesysas defined under subdivision 31a, paragraphT@)e covered
by medical assistance, the device must be locked in order to prevent use not related to communication.

(f) Notwithstanding the requirement in paragraph (e) that an electronic tablebenlagtked to prevent use not
as an augmentative communication device, a recipient of waiver services may use an electronic tablet for a use not
related to communication when the recipient has been authorized under the waiver to receive one or moaé addition
applications that can be loaded onto the electronic tablet, such that allowing the additional use prevents the purchase
of a separate electronic tablet with waiver funds.

(g) An order or prescription for medical supplies, equipment, or appliancesmaasthe requirements in Code
of Federal Regulations, title 42, part 440.70.
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(h) Allergenreducing products provided according to subdivision 67, paragraph (c) or (d), shall be considered
durable medical equipment.

(i) Seizure detection devices arevered as durable medical equipment under this subdivision if:

(1) the seizure detection device is medically appropriate based on the recipient's medical condition or status; and

(2) the recipient's health care provider has identified that a seize@idrtdevice would:

(i) likely assist in reducing bodily harm to or death of the recipient as a result of the recipient experiencing a
seizure; or

(ii) provide data to the health care provider necessary to appropriately diagnose or treat the rdwpiémnt's
condition that causes the seizure activity.

() _For purposes of paragraph (i), "seizure detection device" means a United States Food and Drug
Administration approved monitoring device and any related service or subscription supporting theegr eseribf
the device, including technology that:

(1) provides ongoing patient monitoring and alert services that detects nocturnal seizure activity and transmits
notification of the seizure activity to a caregiver for appropriate medical response; or

(2) collects data of the seizure activity of the recipient that can be used by a health care provider to diagnose or
appropriately treat a health care condition that causes the seizure activity.

EFFECTIVE DATE . This section is effective January 1, 2023 upon federal approval, whichever is later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.28. Minnesota Statutes 2020, section 256B.0625, is amended by adding a subdivision to read:

Subd.68. Tobacco and nicotine cessatian (a) Medical assistance covers tobacco and nicotine cessation
services, drugs to treat tobacco and nicotine addiction or dependence, and drugs to help individuals discontinue use
of tobacco and nicotine productMedical assistance must cover services and drugs as provided in this subdivision
consistent with evideneleased or evidene@formed best practices.

(b) Medical assistance must coverparson individual and group tobacco and nicotine cessation education and
counseling services if provided by a health care practitioner whose scope of practice encompasses tobacco and
nicotine cessation education and counseligrvice providers include but are not limited to the following:

(1) mental health practitionemmder section 245.462, subdivision 17;

(2) mental health professionals under section 245.462, subdivision 18;

(3) mental health certified peer specialists under section 256B.0615;

(4) alcohol and drug counselors licensed under chapter 148F;

(5) recovey peers as defined in section 245F.02, subdivision 21;

(6) certified tobacco treatment specialists;
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(7) community health workers;

(8) physicians;

(9) physician assistants;

(10) advanced practice registered nurses; or

(11) other licensed or nonlicensedofessionals or paraprofessionals with training in providing tobacco and
nicotine cessation education and counseling services.

(c) Medical assistance covers telephone cessation counseling services provided through a quitline
Notwithstanding subdivisio 3b, quitline services may be provided through awdily communications The
commissioner may use volume purchasing for guitline services consistent with section 256B.04, subdivision 14.

(d) Medical assistance must cover all prescription and-thecounter pharmacotherapy drugs approved by the
United States Food and Drug Administration for cessation of tobacco and nicotine use or treatment of tobacco and
nicotine dependence, and that are subject to a Medicaid drug rebate agreement.

(e) Services coved under this subdivision may be provided by telemedicine.

(f) The commissioner must not:

(1) restrict or limit the type, duration, or frequency of tobacco and nicotine cessation services;

(2) prohibit the simultaneous use of multiple cessaienvices, including but not limited to simultaneous use of
counseling and drugs;

(3) require counseling prior to receiving drugs or as a condition of receiving drugs;

(4) limit pharmacotherapy drug dosage amounts for a dosing regimen for treatmeniediically accepted
indication, as defined in United States Code, title 42, section #88H6); limit dosing frequency; or impose
duration limits;

(5) prohibit simultaneous use of multiple drugs, including prescription anédtloeeounter drugs;

(6) require or authorize step therapy; or

(7) require or utilize prior authorization or require apayment or deductible for any tobacco and nicotine
cessation services and drugs covered under this subdivision.

(g) The commissioner must require all partiting entities under contract with the commissioner to comply
with this subdivision when providing coverage, services, or care _management for medical assistance and
MinnesotaCare enrollee$or purposes of this subdivision, "participating entity" mearnysaduthe following:

(1) a health carrier as defined in section 62A.011, subdivision 2;

(2) a countybased purchasing plan established under section 256B.692;

(3) an accountable care organization or other entity participating as an integrated heaéttstppriunder
section 256B.0755;
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(4) an entity operating a county integrated health care delivery network pilot project authorized under section
256B.0756;

(5) a network of health care providers established to offer services under medical assistanoesotddLare; or

(6) any other entity that has a contract with the commissioner to cover, provide, or manage health care services
provided to medical assistance or MinnesotaCare enrollees on a capitatedbaseidkpayment arrangement or
under areimbursement methodology with substantial financial incentives to reduce the total cost of health care for a
population of patients that is enrolled with or assigned or attributed to the entity.

EFFECTIVE DATE . This section is effective January 1, 2088,upon federal approval, whichever is later
The commissioner of human services shall notify the revisor of statutes when federal approval is obtained.

Sec.29. Minnesota Statutes 2020, section 256B.0631, as amended by Laws 2021, First SpeciatBgs&on
7, article 1, section 17, is amended to read:

256B.0631 MEDICAL ASSISTANCE CO-PAYMENTS.
Subdivision 1 Costsharing. (a) Except as provided in subdivision 2, the medical assistance benefit plan shall

include the following cossharing for allrecipients, effective for services provided on or after September 1, 2011
through December 31, 2022

(1) $3 per nonpreventive visit, except as provided in paragraphRb) purposes of this subdivision, a visit
means an episode of service which is msgibecause of a recipient's symptoms, diagnosis, or established illness,
and which is delivered in an ambulatory setting by a physician or physician assistant, chiropractor, podiatrist, nurse
midwife, advanced practice nurse, audiologist, optician, torogtrist;

(2) $3.50 for nonemergency visits to a hospitated emergency room, except that thigpapment shall be
increased to $20 upon federal approval;

(3) $3 per branghame drug prescription, $1 per generic drug prescription, and $1 per prescfiptia
brandname multisource drug listed in preferred status on the preferred drug list, subject to a $12 per month
maximum for prescription drug geayments No copayments shall apply to antipsychotic drugs when used for the
treatment of mental illrss;

(4) a family deductible equal to $2.75 per month per family and adjusted annually by the percentage increase in
the medical care component of the @Pfor the period of September to September of the preceding calendar year,
rounded to the next high&ve-cent increment; and

(5) total monthly cossharing must not exceed five percent of family incorfer purposes of this paragraph,
family income is the total earned and unearned income of the individual and the individual's spouse, if the spouse is
enrolled in medical assistance and also subject to the five percent limit eshadsiy This paragraph does not
apply to premiums charged to individuals described under section 256B.057, subdivision 9.

(b) Recipients of medical assistance are resptm&r all cepayments and deductibles in this subdivision.

(c) Notwithstanding paragraph (b), the commissioner, through the contracting process under sections 256B.69
and 256B.692, may allow managed care plans and ctasgd purchasing plans to waive family deductible
under paragraph (a), clause.(4he value of the family deductible shall not be included in the capitation payment
to managed care plans and codbfised purchasing plan$lanaged care plans and couiysed purchasing plans
shallcertify annually to the commissioner the dollar value of the family deductible.
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(d) Notwithstanding paragraph (b), the commissioner may waive the collection of the family deductible
described under paragraph (a), clause (4), from individuals and allowdongcare and waivered service providers
to assume responsibility for payment.

(e) Notwithstanding paragraph (b), the commissioner, through the contracting process under section 256B.0756
shall allow the pilot program in Hennepin County to wategpayments The value of the cpayments shall not be
included in the capitation payment amount to the integrated health care delivery networks under the pilot program.

(f) Paragraphs (a) to (e) apply only for services provided through December 31, Pfi@etive for services
provided on or after January 1, 2023, the medical assistance program shall not require deduepiblenects,
coinsurance, or any other form of enrollee eglsring.

Subd.2. Exceptions Co-payments and deductibles shall $egbject through December 31, 2028 the
following exceptions:

(1) children under the age of 21;

(2) pregnant women for services that relate to the pregnancy or any other medical condition that may complicate
the pregnancy;

(3) recipients expected teside for at least 30 days in a hospital, nursing home, or intermediate care facility for
the developmentally disabled;

(4) recipients receiving hospice care;

(5) 100 percent federally funded services provided by an Indian health service;
(6) emergeng services;

(7) family planning services;

(8) services that are paid by Medicare, resulting in the medical assistance program paying for the coinsurance
and deductible;

(9) copayments that exceed one per day per provider for nonpreventive visitassgsgland nonemergency
visits to a hospitabased emergency room;

(10) services, fegor-service payments subject to volume purchase through competitive bidding;

(11) American Indians who meet the requirements in Code of Federal Regulations, tidetiéhss447.51 and
447 .56;

(12) persons needing treatment for breast or cervical cancer as described under section 256B.057, subdivision
10; and

(13) services that currently have a rating of A or B from the United States Preventive Services Task Force
(USPSTF), immunizations recommended by the Advisory Committee on Immunization Practices of the Centers for
Disease Control and Prevention, and preventive services and screenings provided to women as described in Code of
Federal Regulations, title 45, sexti1l47.130.
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Subd.3. Collection. (a) The medical assistance reimbursement to the provider shall be reduced by the amount
of the copayment or deductible, except that reimbursements shall not be reduced:

(1) once a recipient has reached the $12 per mmuattimum for prescription drug geayments; or

(2) for a recipient who has met their monthly five percent-shating limit.

(b) The provider collects the qmayment or deductible from the recipierRroviders may not deny services to
recipients who & unable to pay the gmayment or deductible.

(c) Medical assistance reimbursement toffgeservice providers and payments to managed care plans shall not
be increased as a result of the removal gbhapments or deductibles effective on or after Jania2009.

(d) Paragraphs (a) to (c) apply only for services provided through December 31, 2022.

Sec.30. Minnesota Statutes 2020, section 256B.69, subdivision 4, is amended to read:

Subd.4. Limitation of choice;,_opportunity to opt out. (a) The comrssioner shall develop criteria to
determine when limitation of choice may be implemented in the experimental cobntiehall provide all eligible
individuals the opportunity to opt out of enrollment in managed care under this settiencriteriashall ensure
that all eligible individuals in the county have continuing access to the full range of medical assistance services as
specified in subdivision 6.

(b) The commissioner shall exempt the following persons from participation in the projedtiiiorato those
who do not meet the criteria for limitation of choice:

(1) persons eligible for medical assistance according to section 256B.055, subdivision 1;

(2) persons eligible for medical assistance due to blindness or disability as determihedSmocial Security
Administration or the state medical review team, unless:

(i) they are 65 years of age or older; or

(i) they reside in Itasca County or they reside in a county in which the commissioner conducts a pilot project
under a waiver grantggursuant to section 1115 of the Social Security Act;

(3) recipients who currently have private coverage through a health maintenance organization;

(4) recipients who are eligible for medical assistance by spending down excess income for medical expenses
other than the nursing facility per diem expense;

(5) recipients who receive benefits under the Refugee Assistance Program, established under United States Code,
title 8, section 1522(e);

(6) children who are both determined to be severely emotionadlyrbed and receiving case management
services according to section 256B.0625, subdivision 20, except children who are eligible for and who decline
enrollment in an approved preferred integrated network under section 245.4682;

(7) adults who are both detsined to be seriously and persistently mentally ill and received case management
services according to section 256B.0625, subdivision 20;
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(8) persons eligible for medical assistance according to section 256B.057, subdivision 10;

(9) persons with access tosteffective employesponsored private health insurance or persons enrolled in a
non-Medicare individual health plan determined to be -@ffgctive according to section 256B.0625, subdivision
15; and

(10) persons who are absent from the state forentisan 30 consecutive days but still deemed a resident of
Minnesota, identified in accordance with section 256B.056, subdivision 1, paragraph (b).

Children under age 21 who are in foster placement may enroll in the project on an electivelrzigiduals

excluded under clauses (1), (6), and (7) may choose to enroll on an electiveTasisommissioner may enroll
recipients in the prepaid medical assistance program for seniors who are (1) age 65 and over, and (2) eligible for
medical assistance byespding down excess income.

(c) The commissioner may allow persons with a-omth spenddown who are otherwise eligible to enroll to
voluntarily enroll or remain enrolled, if they elect to prepay their monthly spenddown to the state.

(d) The commissionemay require subject to the opbut provision under paragraph (éhose individuals to
enroll in the prepaid medical assistance program who otherwise would have been excluded under paragraph (b),
clauses (1), (3), and (8), and under Minnesota Rules9paf.1452, subpart 2, items H, K, and L.

(e) Before limitation of choice is implemented, eligible individuals shall be notifiedyiaeth the opportunity to
opt out of managed care enrolime#tfter notification,those individuals who choose not to opt shall be allowed
to choose only among demonstration providéfee commissioner may assign an individual with private coverage
through a health maintenance organization, to the same health maintenance organization for medical assistance
coverage, iftie health maintenance organization is under contract for medical assistance in the individual's county
of residence After initially choosing a provider, the recipient is allowed to change that choice only at specified
times as allowed by the commissionéfra demonstration provider ends participation in the project for any reason, a
recipient enrolled with that provider must select a new provider but may change providers without cause once more
within the first 60 days after enrollment with the secoral/jaler.

() An infant born to a woman who is eligible for and receiving medical assistance and who is enrolled in the
prepaid medical assistance program shall be retroactively enrolled to the month of birth in the same managed care
plan as the mother oac¢he child is enrolled in medical assistance unless the child is determined to be excluded from
enrollment in a prepaid plan under this section.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.31. Minnesota Statutes 2020, section 258B.subdivision 5c¢, is amended to read:

Subd.5¢c. Medical education and research fund (a) The commissioner of human services shall transfer each
year to the medical education and research fund established under section 62J.692, an amount splsified in t
subdivision The commissioner shall calculate the following:

(1) an amount equal to the reduction in the prepaid medical assistance payments as specified in this clause
After January 1, 2002, the county medical assistance capitation base ratéoglan specific adjustments is
reduced 6.3 percent for Hennepin County, two percent for the remaining metropolitan counties, and 1.6 percent for
nonmetropolitan Minnesota countiedNursing facility and elderly waiver payments and demonstration project
payments operating under subdivision 23 are excluded from this reduttieramount calculated under this clause
shall not be adjusted for periods already paid due to subsequent changes to the capitation payments;

(2) beginning July 1, 2003, $4,314,0006m the capitation rates paid under this section;
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(3) beginning July 1, 2002, an additional $12,700,000 from the capitation rates paid under this section; and
(4) beginning July 1, 2003, an additional $4,700,000 from the capitation rates paid undectibis

(b) This subdivision shall be effective upon approval of a federal waiver which allows federal financial
participation in the medical education and research.furte amount specified under paragraph (a), clauses (1) to
(4), shall not exceed thetal amount transferred for fiscal year 2008ny excess shall first reduce the amounts
specified under paragraph (a), clauses (2) to My excess following this reduction shall proportionally reduce the
amount specified under paragraph (a), cldte

(c) Beginning September 1, 2011, of the amount in paragraph (a), the commissioner shall transfer $21,714,000
each fiscal year to the medical education and research fund.

(d) Beginning September 1, 2011, of the amount in paragraph (a), following the transfer under paragraph (c), the

commissioner shall transfer to the medical education researct$25836,000-infiscal-years 2012 -and-2013 and
$49,552,000 in fiscal year 280-and thereafter.

(e) If the federal waiver described in paragraph (b) is not renewed, the transfer described in paragraph (c) and
corresponding payments under section 62J.692, subdivision 7, are terminated effective the first month in which the
waiver isno longer in effect, and the state share of the amount described in paragraph (d) must be transferred to the
medical education and research fund and distributed according to the provisions of section 62J.692, subdivision 4a.

Sec.32. Minnesota Statute3020, section 256B.69, subdivision 28, is amended to read:

Subd.28. Medicare special needs plans; medical assistance basic health cafa) The commissioner may
contract with demonstration providers and current or former sponsors of qualified Mexfipaoged special needs
plans, to provide medical assistance basic health care services to persons with disabilities, including those with
developmental disabilitiesBasic health care services include:

(1) those services covered by the medical assistatate plan except for ICF/DD services, home and
communitybased waiver services, case management for persons with developmental disabilities under section
256B.0625, subdivision 20a, and personal care and certain home care services defined by theocemmissi
consultation with the stakeholder group established under paragraph (d); and

(2) basic health care services may also include risk for up to 100 days of nursing facility services for persons
who reside in a noninstitutional setting and home hesditvices related to rehabilitation as defined by the
commissioner after consultation with the stakeholder group.

The commissioner may exclude other medical assistance services from the basic health care benefit set
Enrollees in these plans can accesg extluded services on the same basis as other medical assistance recipients
who have not enrolled.

(b) The commissioner may contract with demonstration providers and current and former sponsors of qualified
Medicare special needs plans, to provide basialth care services under medical assistance to persons who are
dually eligible for both Medicare and Medicaid and those Social Security beneficiaries eligible for Medicaid but in
the waiting period for MedicareThe commissioner shall consult with thakeholder group under paragraph (d) in
developing program specifications for these serviceBayment for Medicaid services provided under this
subdivision for the months of May and June will be made no earlier than July 1 of the same calendar year.

(c) New{hstqumg—subdﬁﬁger%egmmﬂg—ulanaapy—l—szm commissioner shall enroll persons with
disabilities in managed care under this section, unless the individual chooses to opt out of enrolliment
commissioner shall establish enroliment ampd out procedures consistent with applicable enrollment procedures
under this section.
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(d) The commissioner shall establish a statel stakeholder group to provide advice on managed care
programs for persons with disabilities, including both MnDHO amwtracts with special needs plans that provide
basic health care services as described in paragraphs (a) anth@stakeholder group shall provide advice on
program expansions under this subdivision and subdivision 23, including:

(1) implementation éérts;
(2) consumer protections; and

(3) program specifications such as quality assurance measures, data collection and reporting, and evaluation of
costs, quality, and results.

(e) Each plan under contract to provide medical assistance basic ¢aalthervices shall establish a local or
regional stakeholder group, including representatives of the counties covered by the plan, members, consumer
advocates, and providers, for advice on issues that arise in the local or regional area.

() The commisginer is prohibited from providing the names of potential enrollees to health plans for marketing
purposes The commissioner shall mail no more than two sets of marketing materials per contract year to potential
enrollees on behalf of health plans, at tealth plan's requestThe marketing materials shall be mailed by the
commissioner within 30 days of receipt of these materials from the health Plenhealth plans shall cover any
costs incurred by the commissioner for mailing marketing materials.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.33. Minnesota Statutes 2020, section 256B.69, subdivision 36, is amended to read:

Subd.36. Enrollee support system (a) The commissioner shall establish an enrollee support system that
provides support to an enrollee before and during enrollment in a managed care plan.

(b) The enrollee support system must:

(1) provide access to counseling for each potential enrollee on choosing a managed car@pian out of
managed care

(2) asist an enrollee in understanding enroliment in a managed care plan;
(3) provide an access point for complaints regarding enroliment, covered services, and other related matters;

(4) provide information on an enrollee's grievance and appeal rights withimanaged care organization and
the state's fair hearing process, including an enrollee's rights and responsibilities; and

(5) provide assistance to an enrollee, upon request, in navigating the grievance and appeals process within the
managed care orgiation and in appealing adverse benefit determinations made by the managed care organization
to the state's fair hearing process after the managed care organization's internal appeals process has been exhausted
Assistance does not include providing negentation to an enrollee at the state's fair hearing, but may include a
referral to appropriate legal representation sources.

(c) Outreach to enrollees through the support system must be accessible to an enrollee through multiple formats,
including telgphone, Internet, #person, and, if requested, through auxiliary aids and services.
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(d) The commissioner may designate enrollment brokers to assist enrollees on selecting a managed care
organization and providing necessary enrollment informatfeor purposes of this subdivision, "enrollment broker"
means an individual or entity that performs choice counseling or enroliment activities in accordance with Code of
Federal Regulations, part 42, section 438.810, or both.

EFFECTIVE DATE . This section is défctive January 1, 2023.

Sec.34. Minnesota Statutes 2020, section 256B.692, subdivision 1, is amended to read:

Subdivision 1 In general. County boards or groups of county boards may elect to purchase or provide health
care services on behalf of pens eligible for medical assistance who would otherwise be required to or may elect to
participate in the prepaid medical assistance program according to section 256Bjé6ét to the opdut provision
of section 256B.69, subdivision 4, paragraph (@punties that elect to purchase or provide health care under this
section must provide all services included in prepaid managed care programs according to section 256B.69,
subdivisions 1 to 22 Countybased purchasing under this section is governed bipse2$6B.69, unless otherwise
provided for under this section.

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.35. Minnesota Statutes 2020, section 256B.6925, subdivision 1, is amended to read:

Subdivision 1 Information provided by commissioner The commissioner shall provide to each potential
enrollee the following information:

(1) basic features of receiving services through managed care;
(2) which individuals are excluded from managed care enrollment, subjestatmiatory—manage-care

enrollimentthe optout provision of section 256B.69, subdivision 4, paragraphag@who may choose to enroll
voluntarily;

(3) formandatory—and-voluntary—enrollmerthe length of the enrollment period and information about an

enrollee's right taisenroll in accordance with Code of Federal Regulations, part 42, section 438.56;
(4) the service area covered by each managed care organization;

(5) covered services, including services provided by the managed care organization and services grtheded b
commissioner;

(6) the provider directory and drug formulary for each managed care organization;

(7) costsharing requirements;

(8) requirements for adequate access to services, including provider network adequacy standards;
(9) a managed camrganization's responsibility for coordination of enrollee care; and

(10) quality and performance indicators, including enrollee satisfaction for each managed care organization, if
available.
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Sec.36. Minnesota Statutes 2020, section 256B.6925, subdivikj is amended to read:

Subdivision 1 Information provided by commissioner. The commissioner shall provide to each potential
enrollee the following information:

(1) basic features of receiving services through managed care;

(2) which individuals a excluded from managed care enrollment, subject to mandatory managed care
enrollment, or who may choose to enroll voluntarily;

(3) for mandatory and voluntary enrollment, the length of the enrollment period and information about an
enrollee's right to dienroll in accordance with Code of Federal Regulations, part 42, section 438.56;

(4) the service area covered by each managed care organization;

(5) covered services, including services provided by the managed care organization and services prinvaded by t
commissioner;

(6) the provider directory and drug formulary for each managed care organization;
{H-costsharing-reguirements;

£8) (7) requirements for adequate access to services, including provider network adequacy standards;
{9) (8) a managedare organization's responsibility for coordination of enrollee care; and

0 (9) quality and performance indicators, including enrollee satisfaction for each managed care organization,
if available.

EFFECTIVE DATE . This section is effective January2)23.

Sec.37. Minnesota Statutes 2020, section 256B.6925, subdivision 2, is amended to read:

Subd.2. Information provided by managed care organization The commissioner shall ensure that managed
care organizations provide to each enrollegfdiewing information:

(1) an enrollee handbook within a reasonable time after receiving notice of the enrollee's enrofliment
handbook must, at a minimum, include information on benefits provided, how and where to access benefits,
costsharing—regquigments how transportation is provided, and other information as required by Code of Federal
Regulations, part 42, section 438.10, paragraph (g);

(2) a provider directory for the following provider typesphysicians, specialists, hospitals, pharmacies,
behavioral health providers, and letgrm supports and services providers, as appropriditee directory must
include the provider's name, group affiliation, street address, telephone number, website, specialty if applicable,
whether the provider accepisw enrollees, the provider's cultural and linguistic capabilities as identified in Code of
Federal Regulations, part 42, section 438.10, paragraph (h), and whether the provider's office accommodates people
with disabilities;

(3) a drug formulary that imgdes both generic and name brand medications that are covered and each
medication tier, if applicable;
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(4) written notice of termination of a contracted providg¥ithin 15 calendar days after receipt or issuance of
the termination notice, the managedecarganization must make a good faith effort to provide notice to each
enrollee who received primary care from, or was seen on a regular basis by, the terminated provider; and

(5) upon enrollee request, the managed care organization's physician inpkmive

EFFECTIVE DATE . This section is effective January 1, 2023.

Sec.38. Minnesota Statutes 2020, section 256B.6928, subdivision 3, is amended to read:
Subd.3. Rate development standards (a) In developing capitation rates, the commissioner:shall

(1) identify and develop base utilization and price data, including validated encounter data and audited financial
reports received from the managed care organizations that demonstrate experience for the populations served by the
managed carerganizations, for the three most recent and complete years before the rating period;

(2) develop and apply reasonable trend factors, including cost and utilization, to base data that are developed
from actual experience of the medical assistance popnlati a similar population according to generally accepted
actuarial practices and principles;

(3) develop the nonbenefit component of the rate to account for reasonable expenses related to the managed care
organization's administration; taxes; licensigd regulatory fees; contribution to reserves; risk margin; cost of
capital and other operational costs associated with the managed care organization's provision of covered services to
enrollees;

5) (4) make appropriate and reasonable adjustments to account for changes to the base data, gtimgramm
changes, changes to nonbenefit components, and any other adjustment necessary to establish actuarially sound rates
Each adjustment must reasonably support the development of an accurate base data set for purposes of rate setting,
reflect the healtlstatus of the enrolled population, and be developed in accordance with generally accepted actuarial
principles and practices;

£6) (5) consider the managed care organization's past medical loss ratio in the development of the capitation rates
and considethe projected medical loss ratio; and

A (6) select a prospective or retrospective risk adjustment methodology that must be developed in a
budgetneutral manner consistent with generally accepted actuarial principles and practices.

(b) The base data miuse derived from the medical assistance population or, if data on the medical assistance
population is not available, derived from a similar population and adjusted to make the utilization and price data
comparable to the medical assistance populatibata must be in accordance with actuarial standards for data
quality and an explanation of why that specific data is used must be provided in the rate certifitfation
commissioner is unable to base the rates on data that are within the three emisindacomplete years before the
rating period, the commissioner may request an approval from the Centers for Medicare and Medicaid Services for
an exception The request must describe why an exception is necessary and describe the actions that the
commssioner intends to take to comply with the request.

EFFECTIVE DATE . This section is effective January 1, 2023.
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Sec.39. Minnesota Statutes 2020, section 256B.76, subdivision 1, is amended to read:

Subdivision 1 Physician reimbursement (a) Effectivefor services rendered on or after October 1, 1992, the
commissioner shall make payments for physician services as follows:

(1) payment for level one Centers for Medicare and Medicaid Services' common procedural coding system codes
titted "office and othe outpatient services," "preventive medicine new and established patient," "delivery,
antepartum, and postpartum care," "critical care," cesarean delivery and pharmacologic management provided to
psychiatric patients, and level three codes for enhancetesifor prenatal high risk, shall be paid at the lower of
(i) submitted charges, or (ii) 25 percent above the rate in effect on June 30, 1992;

(2) payments for all other services shall be paid at the lower of (i) submitted charges, or (ii) 15.4gmereent
the rate in effect on June 30, 1992; and

(3) all physician rates shall be converted from the 50th percentile of 1982 to the 50th percentile of 1989, less the
percent in aggregate necessary to equal the above increases except that payment @tes liealkh agency
services shall be the rates in effect on September 30, 1992.

(b) Effective for services rendered on or after January 1, 2000, payment rates for physician and professional
services shall be increased by three percent over the rateséh @if December 31, 1999, except for home health
agency and family planning agency servic&be increases in this paragraph shall be implemented January 1, 2000,
for managed care.

(c) Effective for services rendered on or after July 1, 2009, paymestfatphysician and professional services
shall be reduced by five percent, except that for the period July 1, 2009, through June 30, 2010, payment rates shall
be reduced by 6.5 percent for the medical assistance and general assistance medical case pvegrhe rates in
effect on June 30, 2009 his reduction and the reductions in paragraph (d) do not apply to office or other outpatient
visits, preventive medicine visits and family planning visits billed by physicians, advanced practice nurses, or
physician assistants in a family planning agency or in one of the following primary care praggoesal practice,
general internal medicine, general pediatrics, general geriatrics, and family medithie reduction and the
reductions in paragraph)(do not apply to federally qualified health centers, rural health centers, and Indian health
services Effective October 1, 2009, payments made to managed care plans andlmmedypurchasing plans
under sections 256B.69, 256B.692, and 256L.12 shidctahe payment reduction described in this paragraph.

(d) Effective for services rendered on or after July 1, 2010, payment rates for physician and professional services
shall be reduced an additional seven percent over the five percent reducties iseiscribed in paragraph.(d)his
additional reduction does not apply to physical therapy services, occupational therapy services, and speech
pathology and related services provided on or after July 1,.20%t0s additional reduction does not apply to
physician services billed by a psychiatrist or an advanced practice nurse with a specialty in mentakfieetive
October 1, 2010, payments made to managed care plans and-basetlypurchasing plans under sections 256B.69,
256B.692, and 256L.12 shreflect the payment reduction described in this paragraph.

(e) Effective for services rendered on or after September 1, 2011, through June 30, 2013, payment rates for
physician and professional services shall be reduced three percent from thee#itet bn August 31, 2011This
reduction does not apply to physical therapy services, occupational therapy services, and speech pathology and
related services.

(f) Effective for services rendered on or after September 1, 2014, payment rates foraphgsétiprofessional
services, including physical therapy, occupational therapy, speech pathology, and mental health services shall be
increased by five percent from the rates in effect on August 31,. 20d4calculating this rate increase, the
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commissione shall not include in the base rate for August 31, 2014, the rate increase provided under section
256B.76, subdivision.7 This increase does not apply to federally qualified health centers, rural health centers, and
Indian health services Payments madé managed care plans and coubfged purchasing plans shall not be
adjusted to reflect payments under this paragraph.

(g) Effective for services rendered on or after July 1, 2015, payment rates for physical therapy, occupational
therapy, and speech patogy and related services provided by a hospital meeting the criteria specified in section
62Q.19, subdivision 1, paragraph (a), clause (4), shall be increased by 90 percent from the rates in effect on June 30,
2015 Payments made to managed care pkamd countybased purchasing plans shall not be adjusted to reflect
payments under this paragraph.

(h) Any ratables effective before July 1, 2015, do not apply to early intensive developmental and behavioral
intervention (EIDBI) benefits described in secti256B.0949.

(i) Medical assistance may reimburse for the cost incurred to pay the Department of Health for metabolic
disorder testing of newborns who are medical assistance recipients when the sample is collected outside of an
inpatient hospital settingr freestanding birth center setting because the newborn was born outside of a hospital or
freestanding birth center or because it is not medically appropriate to collect the sample during the inpatient stay for
the birth.

Sec.40. Minnesota Statutes 20, section 256L.03, subdivision 5, is amended to read:

Subd.5. Costsharing. (a) Copayments, coinsurance, and deductibles do not apply to children under the age of
21 and to American Indians as defined in Code of Federal Regulations, title 42 §6€5.

(b) The commissioner shall adjust-payments, coinsurance, and deductibles for covered services in a manner
sufficient to maintain the actuarial value of the benefit to 94 percéhe costsharing changes described in this
paragraph do not appto eligible recipients or services exempt from eststiring under state lawrhe costsharing
changes described in this paragraph shall not be implemented prior to January, br 26&6 December 31, 2022

(c) The cosssharing changes authorizedder paragraph (b) must satisfy the requirements forstastng under
the Basic Health Program as set forth in Code of Federal Regulations, title 42, sections 600.510 and 600.520.

(d) Paragraphs (a) to (c) apply only to services provided through Dece3iib 2022 Effective for services
provided on or after January 1, 2023, the MinnesotaCare program shall not require deductibégsneans,
coinsurance, or any other form of enrollee esfsring.

Sec.41. Minnesota Statutes 2020, section 256L.@ddsvision 1c, is amended to read:

Subd.1lc. General requirements To be eligible for MinnesotaCare, a person must meet the eligibility
requirements of this sectionA person eligible for MinnesotaCagdall with an income less than or equal to 200
percent of the federal poverty guidelines muast be considered a qualified individual under section 1312 of the
Affordable Care Act, and is not eligible for enrollment in a qualified health plan offered through MNsure under
chapter 62V.

EFFECTIVE DATE . This section is effective January 1, 2025, or upon federal approval, whichever is later,
but only if the commissioner of human services certifies to the legislature that implementation of this section will
not result in federal penalties to federal basidthgaogram funding for MinnesotaCare enrollees with incomes not
exceeding 200 percent of the federal poverty guidelinEse commissioner of human services shall notify the
revisor of statutes when federal approval is obtained.
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Sec.42. Minnesota Status 2020, section 256L.04, subdivision 7a, is amended to read:

Subd.7a Ineligibility . Adults whose income is greater than the limits established under this section may not
enroll in the MinnesotaCare prograexcept as provided in subdivision.15

EFFECTIVE DATE . This section is effective January 1, 2025, or upon federal approval, whichever is later,
but only if the commissioner of human services certifies to the legislature that implementation of this section will
not result in federal penalties tadral basic health program funding for MinnesotaCare enrollees with incomes not
exceeding 200 percent of the federal poverty guidelinEse commissioner of human services shall notify the
revisor of statutes when federal approval is obtained.

Sec.43. Minnesota Statutes 2020, section 256L.04, is amended by adding a subdivision to read:

Subd.15. Persons eligible for public option (a) Families and individuals with income above the maximum
income eligibility limit specified in subdivision 1 or 7, wimseet all other MinnesotaCare eligibility requirements,
are eligible for MinnesotaCaréll other provisions of this chapter apply unless otherwise specified.

(b) Families and individuals may enroll in MinnesotaCare under this subdivision only durimmnaal apen
enrollment period or special enrollment period, as designated by MNsure in compliance with Code of Federal
Requlations, title 45, parts 155.410 and 155.420.

EFFECTIVE DATE . This section is effective January 1, 2025, or upon federal approkaihever is later,
but only if the commissioner of human services certifies to the legislature that implementation of this section will
not result in federal penalties to federal basic health program funding for MinnesotaCare enrollees with incomes not
exceeding 200 percent of the federal poverty guidelingse commissioner of human services shall notify the
revisor of statutes when federal approval is obtained.

Sec.44. Minnesota Statutes 2020, section 256L.07, subdivision 1, is amended to read:

Subdivision 1 General requirements Individuals enrolled in MinnesotaCare under section 256L.04,
subdivision 1, and individuals enrolled in MinnesotaCare under section 256L.04, subdivision 7, whose income
increases above 200 percent of the federal ppgriidelinesare no longer eligible for the program astekl must
be disenrolled by the commissiopenless the individuals continue MinnesotaCare enroliment through the public
option under section 256L.04, subdivision. 1%or persons disenrolled undéhis subdivision, MinnesotaCare
coverage terminates the last day of the calendar month in which the commissioner sends advance notice according to
Code of Federal Regulations, title 42, section 431.211, that indicates the income of a family or indikdédeds
program income limits.

EFFECTIVE DATE . This section is effective January 1, 2025, or upon federal approval, whichever is later,
but only if the commissioner of human services certifies to the legislature that implementation of this section will
not result in federal penalties to federal basic health program funding for MinnesotaCare enrollees with incomes not
exceeding 200 percent of the federal poverty guidelinEse commissioner of human services shall notify the
revisor of statutes when fe@dé approval is obtained.

Sec.45. Minnesota Statutes 2021 Supplement, section 256L.15, subdivision 2, is amended to read:

Subd.2. Sliding fee scale; monthly individual or family income (a) The commissioner shall establish a
sliding fee scale to detmine the percentage of monthly individual or family income that households at different
income levels must pay to obtain coverage through the MinnesotaCare prdgrarsliding fee scale must be based
on the enrollee's monthly individual or family incem
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ium scale

{e) (b) Paragrapib) (a) does not apply to

) children 20 years of age or youngand

{e) (c) Beginning January 26212023 the commissioner shall continue to charge premiums in accordance with

the simplified premium scale established to comply with the AmerfR@scue Plan Act of 2021, in effect from
January 1, 2021, through December 31, 2022, for families and individuals eligible under section 256L.04,
subdivisions 1 and.7The commissioner shall adjust the premium seatablished-underparagraph &d)needeto

ensure that premiums do not exceed the amount that an individual would have been required to pay if the individual
was enrolled in an applicable benchmark plan in accordance with the Code of Federal Regulations, title 42, section
600.505 (a)(1).

(d) The commissioner shall establish a sliding premium scale for persons eligible through -iheobtign
under section 256L.04, subdivision.1Beginning January 1, 2025, persons eligible through therboption shall
pay premiums according to the premigcale established by the commissiorfeersons 20 years of age or younger
are exempt from paying premiums.

EFFECTIVE DATE . This section is effective January 1, 2023, except that the sliding premium scale
established under paragraph (d) is effectiveuday 1, 2025, or upon federal approval, whichever is later, but only if
the commissioner of human services certifies to the legislature that implementation of paragraph (d) will not result
in federal penalties to federal basic health program funding fonédotaCare enrollees with incomes not exceeding
200 percent of the federal poverty guidelineBhe commissioner of human services shall notify the revisor of
statutes when federal approval is obtained.
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Sec.46. Laws 2015, chapter 71, article 14, sectly subdivision 5, as amended by Laws 2015, First Special
Session chapter 6, section 1, is amended to read:

Subd.5. Grant Programs

The amounts that may be spent from this appropriation for each
purpose are as follows:

(a) Support Services Grants

Appropriations by Fund

General 13,133,000 8,715,000
Federal TANF 96,311,000 96,311,000
(b) Basic Sliding Fee Child Care Assistance Grants 48,439,000 51,559,000

Basic Sliding Fee Waiting List Allocation Notwithstanding
Minnesota Statutes, section 119B.03, $5,413,000 in fiscal year
2016 is to reduce the basic sliding fee program waiting list as
follows:

(1) The calendar year 2016 allocation shall be increased to serve
families on the waiting list To reeive funds appropriated for this
purpose, a county must have:

(i) a waiting list in the most recent published waiting list month;

(i) an average of at least ten families on the most recent six
months of published waiting list; and

(iii) total expenditures in calendar year 2014 that met or exceeded
80 percent of the county's available final allocation.

(2) Funds shall be distributed proportionately based on the average
of the most recent six months of published waiting lists to counties
that mest the criteria in clause (1).

(3) Allocations in calendar years 2017 and beyond shall be
calculated using the allocation formula in Minnesota Statutes,
section 119B.03.

(4) The guaranteed floor for calendar year 2017 shall be based on
the revised calerat year 2016 allocation

Base Level Adjustment The general fund base is increased by
$810,000 in fiscal year 2018 and increased by $821,000 in fiscal
year 2019.
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(c) Child Care Development Grants 1,737,000
(d) Child Support Enforcement Grants 50,000
(e) Children's Services Grants

Appropriations by Fund

General 39,015,000 38,665,000
Federal TANF 140,000 140,000

Safe Place for Newborns $350,000 from the general fund in
fiscal year 2016 is to distribute information on the Safe Place for
Newborns law in Minnesota to increase public awareness of the
law. This is a onetime appropriation.

Child Protection.  $23,350,000 in fiscal year 2016 and
$23,350,000 in fiscal year 2017 are address child protection
staffing and services under Minnesota Statutes, section 256M.41
$1,650,000 in fiscal year 2016 and $1,650,000 in fiscal year 2017
are for child protection grants to address child welfare disparities
under Minnesota Statutes, §en 256E.28

Title IV-E Adoption Assistance Additional federal
reimbursement to the state as a result of the Fostering Connections
to Success and Increasing Adoptions Act's expanded eligibility for
title IV-E adoption assistance is appropriated & ¢dbmmissioner

for postadoption services, including a parmparent support
network

Adoption Assistance Incentive Grants Federal funds available

during fiscal years 2016 and 2017 for adoption incentive grants are

appropriated to the commissioneorf postadoption services,

including a parento-parent support network.

(H) Children and Community Service Grants 56,301,000
(g) Children and Economic Support Grants 26,778,000
Mobile Food Shelf Grants (a) $1,000,000n fiscal year 2016

and $1,000,000 in fiscal year 2017 are for a grant to Hunger

Solutions This is a onetime appropriation and is available until

June 30, 2017.

(b) Hunger Solutions shall award grants of up to $75,000 on a
competitive basisGrant appkations must include:

(1) the location of the project;

(2) a description of the mobile program, including size and scope;
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(3) evidence regarding the unserved or underserved nature of the
community in which the project is to be located;

(4) evidence oEommunity support for the project;
(5) the total cost of the project;
(6) the amount of the grant request and how funds will be used;

(7) sources of funding or 4kind contributions for the project that
will supplement any grant award;

(8) a commitmenhto mobile programs by the applicant and an
ongoing commitment to maintain the mobile program; and

(9) any additional information requested by Hunger Solutions.
(c) Priority may be given to applicants who:

(1) serve underserved areas;

(2) create a newr expand an existing mobile program;

(3) serve areas where a high amount of need is identified;

(4) provide evidence of strong support for the project from citizens
and other institutions in the community;

(5) leverage funding for the project from ethprivate and public
sources; and

(6) commit to maintaining the program on a multilayer basis.

Homeless Youth Act At least $500,000 of the appropriation for
the Homeless Youth Act must be awarded to providers in greater
Minnesota, with at least 25 mant of this amount for new
applicant providers The commissioner shall provide outreach and
technical assistance to greater Minnesota providers and new
providers to encourage responding to the request for proposals.

Stearns County Veterans Housing $85000 in fiscal year 2016

and $85,000 in fiscal year 2017 are for a grant to Stearns County to
provide administrative funding in support of a service provider
serving veterans in Stearns Count¥he administrative funding
grant may be used to support growsidential housing services,
correctionsrelated services, veteran services, and other social
services related to the service provider serving veterans in Stearns
County.

Safe Harbor. $800,000 in fiscal year 2016 and $800,000 in fiscal
year 2017 are &m the general fund for emergency shelter and
transitional and longerm housing beds for sexually exploited
youth and youth at risk of sexual exploitation Of this

[98TH DAY
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appropriation, $150,000 in fiscal year 2016 and $150,000 in fiscal
year 2017 are from thgeneral fund for statewide youth outreach
workers connecting sexually exploited youth and youth at risk of
sexual exploitation with shelter and services.

Minnesota Food Assistance Program Unexpended funds for the
Minnesota food assistance program facéll year 2016 do not
cancel but are available for this purpose in fiscal year 2017

Base Level Adjustment The general fund base is decreased by
$816,000 in fiscal year 2018 and is decreased by $606,000 in fiscal
year 20109.

(h) Health Care Grants
Appropriations by Fund

General 536,000 2,482,000
Health Care Access 3,341,000 3,465,000

Grants for Periodic Data Matching for Medical Assistance and
MinnesotaCare. Of the general fund appropriation, $26,000 in
fiscal year 2016 an#1,276,000 in fiscal year 2017 are for grants

to counties for costs related to periodic data matching for medical
assistance and MinnesotaCare recipients under Minnesota Statutes,
section 256B.0561The commissioner must distribute these grants

to counties in proportion to each county's number of cases in the
prior year in the affected programs.

Base Level Adjustment The general fund base igcreased-by

$1,637,000-infiscal-year-2018-and-increased-by-$1,229.000 in
fiscalyear2019naintained in fiscayears 2020 and 2021

(i) Other Long-Term Care Grants 1,551,000

Transition Populations. $1,551,000 in fiscal year 2016 and
$1,725,000 in fiscal year 2017 are for home and comminaised
services transition grants to assist in providingmk and
communitybased services and treatment for transition populations
under Minnesota Statutes, section 256.478.

Base Level Adjustment The general fund base is increased by
$156,000 in fiscal year 2018 and by $581,000 in fiscal year 2019.

()) Aging and Adult Services Grants 28,463,000

Dementia Grants $750,000 in fiscal year 2016 and $750,000 in

fiscal year 2017 are for the Minnesota Board on Aging for regional
and local dementia grants authorized in Minnesota Statutesyrsecti

256.975, subdivision 11.
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(k) Deaf and Hard-of-Hearing Grants 2,225,000

Deaf, Deafblind, and Hardof-Hearing Grants. $350,000 in
fiscal year 2016 and $500,000 in fiscal year 2017 are for deaf and
hardof-hearing grants The funds musbe used to increase the
number of deafblind Minnesotans receiving services under
Minnesota Statutes, section 256C.261, and to provide linguistically
and culturally appropriate mental health services to children who
are deaf, deafblind, and haofthearing This is a onetime
appropriation.

Base Level Adjustment The general fund base is decreased by
$500,000 in fiscal year 2018 and by $500,000 in fiscal year 2019.

() Disabilities Grants 20,820,000

State Quality Council. $573,000 infiscal year 2016 and
$600,000 in fiscal year 2017 are for the State Quality Council to
provide technical assistance and monitoring of petsortered
outcomes related to inclusive community living and employment
The funding must be used by the State @u&ouncil to assure a
statewide plan for systems change in petsamtered planning that
will achieve desired outcomes including increased integrated
employment and community living.

(m) Adult Mental Health Grants

Appropriations by Fund

General 69,992,000 71,244,000
Health Care Access 1,575,000 2,473,000
Lottery Prize 1,733,000 1,733,000

Funding Usage Up to 75 percent of a fiscal year's appropriation
for adult mental health grants may be used to fund allocations in
thatportion of the fiscal year ending December 31.

Culturally Specific Mental Health Services $100,000 in fiscal
year 2016 is for grants to nonprofit organizations to provide
resources and referrals for culturally specific mental health
services to SouthelAsian veterans born before 1965 who do not
qualify for services available to veterans formally discharged from
the United States armed forces.

Problem Gambling. $225,000 in fiscal year 2016 and $225,000
in fiscal year 2017 are from the lottery prizendufor a grant to the
state affiliate recognized by the National Council on Problem
Gambling The affiliate must provide services to increase public
awareness of problem gambling, education, and training for
individuals and organizations providing effeeti treatment
services to problem gamblers and their families, and research
related to problem gambling.
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Sustainability Grants. $2,125,000 in fiscal year 2016 and
$2,125,000 in fiscal year 2017 are for sustainability grants under
Minnesota Statutes, seati@56B.0622, subdivision 11.

Beltrami County Mental Health Services Grant $1,000,000 in
fiscal year 2016 and $1,000,000 in fiscal year 2017 are from the
general fund for a grant to Beltrami County to fund the planning
and development of a comprehensiwgental health services
program under article 2, section 41, Comprehensive Mental Health
Program in Beltrami CountyThis is a onetime appropriation.

Base Level Adjustment The general fund base is increased by
$723,000 in fiscal year 2018 and by $728,00 fiscal year 2019

The health care access fund base is decreased by $1,723,000 in
fiscal year 2018 and by $1,723,000 in fiscal year 2019.

(n) Child Mental Health Grants 23,386,000

Services and Supports for First Episode Psychosis$177,000 in
fiscal year 2017 is for grants under Minnesota Statutes, section
245.4889, to mental health providers to pilot evidemased
interventions for youth at risk of developing or experiencing a first
episode of psychosis and for a public awaremasspaign on the
signs and symptoms of psychosi¥he base for these grants is
$236,000 in fiscal year 2018 and $301,000 in fiscal year 2019.

Adverse Childhood Experiences The base for grants under
Minnesota Statutes, section 245.4889, to childram@stal health
and family services collaboratives for adverse childhood
experiences (ACESs) training grants and for an interactive Web site
connection to support ACEs in Minnesota is $363,000 in fiscal
year 2018 and $363,000 in fiscal year 2019.

Funding Usage. Up to 75 percent of a fiscal year's appropriation
for child mental health grants may be used to fund allocations in
that portion of the fiscal year ending December 31.

Base Level Adjustment The general fund base is increased by
$422,000 in fiscal gar 2018 and is increased by $487,000 in fiscal
year 2019.

(o) Chemical Dependency Treatment Support Grants 1,561,000

Chemical Dependency Prevention $150,000 in fiscal year 2016
and $150,000 in fiscal year 2017 are for grantsnemprofit
organizations to provide chemical dependency prevention
programs in secondary schools When making grants, the
commissioner must consider the expertise, prior experience, and
outcomes achieved by applicants that have provided prevention
programning in secondary education environmenn applicant
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for the grant funds must provide verification to the commissioner
that the applicant has available and will contribute sufficient funds
to match the grant given by the commission&his is a onetime
appropriation.

Fetal Alcohol Syndrome Grants $250,000 in fiscal year 2016
and $250,000 in fiscal year 2017 are for grants to be administered
by the Minnesota Organization on Fetal Alcohol Syndrome to
provide comprehensive, gendgrecific services to pgnant and
parenting women suspected of or known to use or abuse alcohol or
other drugs This appropriation is for grants to no fewer than three
eligible recipients Minnesota Organization on Fetal Alcohol
Syndrome must report to the commissioner of hursarvices
annually by January 15 on the grants funded by this appropriation
The report must include measurable outcomes for the previous
year, including the number of pregnant women served and the
number of toxiefree babies born.

Base Level Adjustment The general fund base is decreased by
$150,000 in fiscal year 2018 and by $150,000 in fiscal year 2019.

Sec.47. Laws 2020, First Special Session chapter 7, section 1, subdivision 1, as amended by Laws 2021, First
Special Session chapter 7, articles@ction 71, is amended to read:

Subdivision 1 Waivers and modifications; federal funding extension When the peacetime emergency
declared by the governor in response to the COWDbutbreak expires, is terminated, or is rescinded by the proper
authoity, the following waivers and modifications to human services programs issued by the commissioner of
human services pursuant to Executive Orderd 2@nd 2012 that are required to comply with federal law may
remain in effect for the time period set anitapplicable federal law or for the time period set out in any applicable
federally approved waiver or state plan amendment, whichever is later:

(1) CV15: allowing telephone or video visits for waiver programs;

(2) CV17: preserving health care coege for Medical Assistance and MinnesotaGar@eeded to comply with
federal guidance from the Centers for Medicare and Medicaid Services, and until the enrollee's first renewal
following the resumption of medical assistance and MinnesotaCare renewalthafend of the COVIER9 public
health emergency declared by the United States Secretary of Health and Human;Services

(3) CV18: implementation of federal changes to the Supplemental Nutrition Assistance Program;

(4) CV20: eliminating costsharing for COVID19 diagnosis and treatment;

(5) CVv24: allowing telephone or video use for targeted case management visits;

(6) CV30: expanding telemedicine in health care, mental health, and substance use disorder settings;
(7) CV3r: implementation of federal changes to the Supplemental Nutrition Assistance Program;

(8) CV39: implementation of federal changes to the Supplemental Nutrition Assistance Program;

(9) Cv42: implementation of federal changes to the SupplementaltidatAssistance Program;
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(10) CV43: expanding remote home and commuiigsed waiver services;

(11) CVv44: allowing remote delivery of adult day services;

(12) CV59: modifying eligibility period for the federally funded Refugee Cash Assistancedmogr

(13) CV60: modifying eligibility period for the federally funded Refugee Social Services Program; and

(14) CV109: providing 15 percent increase for Minnesota Food Assistance Program and Minnesota Family
Investment Program maximum food benefits.

Sec.48. Laws 2021, First Special Session chapter 7, article 1, section 36, is amended to read:
Sec.36. RESPONSE TO COVID-19 PUBLIC HEALTH EMERGENCY.

(a) Notwithstanding Minnesota Statutes, section 256B.057, subdivision 9, 256L.06, subdivision 3, or any other
provision to the contrary, the commissioner shall not collect any unpaid premium for a coveragethabnth
occurred-duringuntil the enrollee's fst renewal after the resumption of medical assistance renewals following the
end ofthe COVID-19 public health emergency declared by the United States Secretary of Health and Human
Services.

(b) Notwithstanding any provision to the contrary, periodiadagtching under Minnesota Statutes, section
256B.0561, subdivision 2, may be suspended for upidl2 months following thelast-day—efresumption of
medical assistance and MinnesotaCare renewals after the #red@D®VID-19 public health emergency dactd by
the United States Secretary of Health and Human Services.

(c) Notwithstanding any provision to the contrary, the requirement for the commissioner of human services to
issue an annual report on periodic data matching under Minnesota Statutes, 288H8.0561, is suspended for one
year following the last day of the COVADO public health emergency declared by the United States Secretary of
Health and Human Services.

(d) The commissioner of human services shall take necessary actions to comgpdgderisth guidance pertaining
to the appropriate redetermination of medical assistance enrollee eligibility following the end of the -C®DVID
public health emergency declared by the United States Secretary of Health and Human Services and may waive
currently existing Minnesota statutes to the minimum level necessary to achieve federal comphiirtenges
implemented must be reported to the chairs and ranking minority members of the legislative committees with
jurisdiction over human services within 98yd.

Sec.49. DENTAL HOME PILOT PROJECT.

Subdivision 1 Establishment; requirements (a) The commissioner of human services shall establish a dental
home pilot project to increase access of medical assistance and MinnesotaCare enrollees dargemtadrove
patient experience, and improve oral health clinical outcomes, in a manner that sustains the financial viability of the
dental workforce and broader dental care delivery and financing syfdemtal homes must provide higjuality,
patientcentered, comprehensive, and coordinated oral health services across clinical and cotasedisettings,
including virtual oral health care.

(b) The design and operation of the dental home pilot project must be consistent with the recommendations made
by the Dental Services Advisory Committee to the legislature under Laws 2021, First Special Session chapter 7,
article 1, section 33.
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(c) The commissioner shall establish baseline requirements and performance measures for dental homes
participating in the #ot project These baseline requirements and performance measures must address access and
patient experience and oral health clinical outcomes.

Subd.2. Project design and timeline (a) The commissioner shall issue a preliminary project descriptia an
request for information to obtain stakeholder feedback and input on project design issues, including but not limited to:

(1) the timeline for project implementation;

(2) the length of each project phase and the date for full project implementation;

(3) the number of providers to be selected for participation;

(4) grant amounts;

(5) criteria and procedures for any valmsed payments;

(6) the extent to which pilot project requirements may vary with provider characteristics;

(7) procedures fodata collection;

(8) the role of dental partners, such as dental professional organizations and educational institutions;

(9) provider support and education; and

(10) other topics identified by the commissioner.

(b) The commissioner shall consider tieedback and input obtained in paragraph (a) and shall develop and
issue a request for proposals for participation in the pilot project.

(c) The pilot project must be implemented by July 1, 2023, and must include initial pilot testing and the
collection and analysis of data on baseline requirements and performance measures to evaluate whether these
requirements and measures are appropribieder this phase, the commissioner shall provide grants to individual
providers and provider networks in additiom medical assistance and MinnesotaCare payments received for
services provided.

(d) The pilot project may test and analyze vabased payments to providers to determine whether varying
payments based on dental home performance measures is appropréfteciive.

(e) The commissioner shall ensure provider diversity in selecting project participrastlecting providers, the
commissioner shall considegeographic distribution; provider size, type, and location; providers serving different
priority populations; health equity issues; and provider accessibility for patients with varying levels and types of

disability.

(N In designing and implementing the pilot project, the commissioner shall regularly consult with project
participants and other stalkolders, and as relevant shall continue to seek the input of participants and other
stakeholders on the topics listed in paragraph (a).

Subd.3. Reporting. (a) The commissioner, beginning February 15, 2023, and each February 15 thereafter for
the duration of the demonstration project, shall report on the design, implementation, operation, and results of the
demonstration project to the chairs and ranking minority members of the leqgislative committees with jurisdiction
over health care finance andligy.
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(b) The commissioner, within six months from the date the pilot project ceases operation, shall report to the
chairs and ranking minority members of the legislative committees with jurisdiction over health care finance and
policy on the results ohe demonstration project, and shall include in the report recommendations on whether the
demonstration project, or specific features of the demonstration project, should be extended to all dental providers
serving medical assistance and MinnesotaCareleasol

Sec.50. SMALL EMPLOYER PUBLIC OPTION.

The commissioner of human services, in consultation with representatives of small employers, shall develop a
small employer public option that allows employees of businesses with fewer than 50 employeesivi®
employer contributions toward MinnesotaCaréhe commissioner shall determine whether the employer makes
contributions to the commissioner directly or the employee makes contributions through a qualified small employer
health reimbursement arramgent account or other arrangementn determining the structure of the small
employer public option, the commissioner shall consult with federal officials to determine which arrangement will
result in the employer contributions being tax deductible t@thgloyer and not being considered taxable income to
the employee The commissioner shall present recommendations for a small employer public option to the chairs
and ranking minority members of the legislative committees with jurisdiction over healtiuarah services policy
and finance by December 15, 2023.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.51. TRANSITION TO MINNESOTACARE PUBLIC OPTION.

(a) The commissioner of human services shall continue to adeniishnesotaCare as a basic health program
in accordance with Minnesota Statutes, section 256L.02, subdivision 5, and shall seek federal waivers, approvals,
and law changes necessary to implement this act.

(b) The commissioner shall present an implem@niaplan for the MinnesotaCare public option under
Minnesota Statutes, section 256L.04, subdivision 15, to the chairs and ranking minority members of the legislative
committees with jurisdiction over health care policy and finance by December 15, P2Blan must include:

(1) recommendations for any changes to the MinnesotaCare public option necessary to continue federal basic
health program funding or to receive other federal funding;

(2) recommendations for implementing any small employer optiennmanner that would allow any employee
payments toward premiums to be pretax;

(3) recommendations for ensuring sufficient provider participation in MinnesotaCare;

(4) estimates of state costs related to the MinnesotaCare public option;

(5) a descriptiorof the proposed premium scale for persons eligible through the public option, including an
analysis of the extent to which the proposed premium scale:

(i) ensures affordable premiums for persons across the income spectrum enrolled under the publmdption

(ii) avoids premium cliffs for persons transitioning to and enrolled under the public option; and

(6) draft legislation that includes any additional policy and conforming changes necessary to implement the
MinnesotaCare public option and the imptrmtion plan recommendations.

EFFECTIVE DATE . This section is effective the day following final enactment.
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Sec.52. REQUEST FOR FEDERAL APPROVAL.

(a) The commissioner of human services shall seek any federal waivers, approvals, and lawnelcesgasy to
implement this act, including but not limited to those waivers, approvals, and law changes necessary to allow the
state to:

(1) continue receiving federal basic health program payments for basic health psdigible MinnesotaCare
enrolleesand to receive other federal funding for the MinnesotaCare public option; and

(2) receive federal payments equal to the value of premium tax credits anshaost] reductions that
MinnesotaCare enrollees with household incomes greater than 200 pertdemffederal poverty guidelines would
otherwise have received.

(b) In implementing this section, the commissioner of human services shall consult with the commissioner of
commerce and the Board of Directors of MNsure and may contract for technicataadah assistance.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.53. DELIVERY REFORM ANALYSIS REPORT.

(a) The commissioner of human services shall present to the chairs and ranking minority members of the
legislative committees with jurisdiction over health care policy and finance, by January 15, 2024, a report comparing
service delivery and payment system models for delivering services to medical assistance enrollees for whom
income eligibility is determied using the modified adjusted gross income methodology under Minnesota Statutes,
section 256B.056, subdivision 1a, paragraph (b), clause (1), and MinnesotaCare enrollees eligible under Minnesota
Statutes, chapter 256LThe report must compare the curréelivery model with at least two alternative models
The alternative models must include a stased model in which the state holds the plan risk as the insurer and
may contract with a thirgharty administrator for claims processing and plan admitisiraThe alternative models
may include but are not limited to:

(1) expanding the use of integrated health partnerships under Minnesota Statutes, section 256B.0755;

(2) delivering care under fder-service through a primary care case management sysigmn

(3) continuing to contract with managed care and cebased purchasing plans for some or all enrollees under
modified contracts.

(b) The report must include:

(1) a description of how each model would address:

(i) racial and other inequities the delivery of health care and health care outcomes;

(ii) geographic inequities in the delivery of health care;

(iii) the provision of incentives for preventive care and other best practices;

(iv) reimbursement of providers for higiuality, valuebase&l care at levels sufficient to sustain or increase
enrollee access to care; and

(v) transparency and simplicity for enrollees, health care providers, and policymakers;
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(2) a comparison of the projected cost of each model; and

(3) an implementation timele for each model that includes the earliest date by which each model could be
implemented if authorized during the 2024 legislative session and a discussion of barriers to implementation.

Sec.54. RECOMMENDATIONS; OFFICE OF PATIENT PROTECTION.

(a) Thecommissioners of human services, health, and commerce and the MNsure board shall submit to the
health care affordability board and the chairs and ranking minority members of the legislative committees with
primary jurisdiction over health and human sersifieance and policy and commerce by January 15, 2023, a report
on the organization and duties of the Office of Patient Protection, to be established under Minnesota Statutes, section
62J.89, subdivision.4The report must include recommendations on heaffice shall:

(1) coordinate or consolidate within the office existing state agency patient protection activities, including but
not limited to the activities of ombudsman offices and the MNsure board,;

(2) enforce standards and procedures under MataesStatutes, chapter 62M, for utilization review
organizations;

(3) work with private sector and state agency consumer assistance programs to assist consumers with questions
or concerns relating to public programs and private insurance coverage;

(4) establish and implement procedures to assist consumers aggrieved by restrictions on patient choice, denials
of services, and reductions in quality of care resulting from any final action by a payer or provider; and

(5) make health plan company quality cére and patient satisfaction information and other information
collected by the office readily accessible to consumers on the board's website.

(b) The commissioners and the MNsure board shall consult with stakeholders as they develop the
recommendations The stakeholders consulted must include but are not limited to organizations and individuals
representing: underserved communities; persons with disabilities;-ilksome Minnesotans; senior citizens; and
public and private sector health plan enrolleéesluding persons who purchase coverage through MNsure, health
plan companies, and public and private sector purchasers of health coverage.

(c) The commissioners and the MNsure board may contract with a third party to develop the report and
recommendatiosn

Sec.55. REPEALER.

Minnesota Statutes 2020, section 256B.0638epealed.

EFFECTIVE DATE . This section is effective January 1, 2023.

ARTICLE 4
HEALTH CARE POLICY

Section 1 Minnesota Statutes 2020, section 62J.2930, subdivision 3, is amendad to

Subd.3. Consumer information. (a) The information clearinghouse or another entity designated by the
commissioner shall provide consumer information to health plan company enrollees to:

(1) assist enrollees in understanding their rights;



11968 JOURNAL OF THEHOUSE [98TH DAY

(2) exgdain and assist in the use of all available complaint systems, including internal complaint systems within
health carriers, community integrated service networks, and the Departments of Health and Commerce;

(3) provide information on coverage optionsegch region of the state;
(4) provide information on the availability of purchasing pools and enrollee subsidies; and
(5) help consumers use the health care system to obtain coverage.

(b) The information clearinghouse or other entity designated by dheméssioner for the purposes of this
subdivision shall not:

(1) provide legal services to consumers;
(2) represent a consumer or enrollee; or
(3) serve as an advocate for consumers in disputes with health plan companies.

(c) Nothing in this subdivisioghall interfere with the ombudsman program established under s2E6&n69,
subdivision2(R56B.6903 or other existing ombudsman programs.

Sec.2. Minnesota Statutes 2020, section 256B.055, subdivision 2, is amended to read:

Subd.2. Subsidized foser children. Medical assistance may be paid for a child eligible for or receiving foster
care maintenance payments under TitleB\f the Social Security Act, United States Code, title 42, sections 670 to
676, and for a child who is not eligible for [EitlV-E of the Social Security Act but who determined-eligiblefor
placed infoster careas determined by Minnesota Statudekinship assistance under chapter 256N.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.3. Minnesota Statutes 2020, section 256B.056, subdivision 3b, is amended to read:

Subd.3b. Treatment of trusts. (a) It is the public policy of this state that individuals use all available resources
to pay for the cost of lorterm care services, asfioled in section 256B.0595, before turning to Minnesota health
care program funds, and that trust instruments should not be permitted to shield available resources of an individual
or an individual's spouse from such use.

&) (b) A "medical assistancgualifying trust" is a revocable or irrevocable trust, or similar legal device,
established on or before August 10, 1993, by a person or the person's spouse under the terms of which the person
receives or could receive payments from the trust principaharme and the trustee has discretion in making
payments to the person from the trust principal or incomMetwithstanding that definition, a medical assistance
qualifying trust does not includgl) a trust set up by will; (2) a trust set up before April986, solely to benefit a
person with a developmental disability living in an intermediate care facility for persons with developmental
disabilities; or (3) a trust set up by a person with payments made by the Social Security Administration gursuant t
the United States Supreme Court decision in Sullwafebley, 110S. Ct885 (1990) The maximum amount of
payments that a trustee of a medical assistance qualifying trust may make to a person under the terms of the trust is
considered to be availab#ssets to the person, without regard to whether the trustee actually makes the maximum
payments to the person and without regard to the purpose for which the medical assistance qualifying trust was
established.



98TH DAY] THURSDAY, APRIL 28,2022 11969

{b) (c) Trusts established after August 1®93B, are treated according to United States Code, title 42, section
1396p(d).

{e) (d) For purposes of paragrap) (e), a pooled trust means a trust established under United States Code, title
42, section 1396p(d)(4)(C).

{d) (e) A beneficiary's interesin a pooled trust is considered an available asset unless the trust provides that
upon the death of the beneficiary or termination of the trust during the beneficiary's lifetime, whichever is sooner,
the department receives any amount, up to the amoumedfical assistance benefits paid on behalf of the
beneficiary, remaining in the beneficiary's trust account after a deduction for reasonable administrative fees and
expenses, and an additional remainder amotihe retained remainder amount of the subant must not exceed
ten percent of the account value at the time of the beneficiary's death or termination of the trust, and must only be
used for the benefit of disabled individuals who have a beneficiary interest in the pooled trust.

&) (f) Trusts maybe established on or after December 12, 2016, by a person who has been determined to be
disabled, according to United States Code, title 42, section 1396p(d)(4)(A), as amended by section 5007 of the 21st
Century Cures Act, Public Law 14265.

EFFECTIVE D ATE. This section is effective the day following final enactment.

Sec.4. Minnesota Statutes 2020, section 256B.056, subdivision 3c, is amended to read:

Subd.3c. Asset limitations for families and children (a) A household of two or more persons st own
more than $20,000 in total net assets, and a household of one person must not own more than $10,000 in total net
assets In addition to these maximum amounts, an eligible individual or family may accrue interest on these
amounts, but they mube reduced to the maximum at the time of an eligibility redeterminafibe value of assets
that are not considered in determining eligibility for medical assistance for families and children is the value of those
assets excluded under the AFDC stata pls of July 16, 1996, as required by the Personal Responsibility and Work
Opportunity Reconciliation Act of 1996 (PRWORA), Public Law 4188, with the following exceptions:

(1) household goods and personal effects are not considered,;
(2) capital and ograting assets of a trade or business up to $200,000 are not considered,;
(3) one motor vehicle is excluded for each person of legal driving age who is employed or seeking employment;

(4) assets designated as burial expenses are excluded to the samthextare excluded by the Supplemental
Security Income program;

(5) courtordered settlements up to $10,000 are not considered,;

(6) individual retirement accounts and funds are not considered,;

(7) assets owned by children are not considered; and

(8) effectiveJuly-1.200%ertain assets owned by American Indians are excluded as required by section 5006 of
the American Recovery and Reinvestment Act of 2009, Public Lawb1Ebr purposes of this clause, an American

Indian is any person who meets tiefinition of Indian according to Code of Federal Regulations, title 42, section
447 .50.
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(b) Beginning-January-1,-2014, this subdivisRaragraph (adpplies only to parents and caretaker relatives who
qualify for medical assistance under subdivision 5.

(c) Eligibility for children under age 21 must be determined without regard to the asset limitations described in
paragraphs (a) and (b) and subdivision 3.

Sec.5. Minnesota Statutes 2020, section 256B.056, subdivision 11, is amended to read:

Subd.11. Treatment of annuities (a) Any person requesting medical assistance payment oftéongcare
services shall provide a complete description of any interest either the person or the person's spouse has in annuities
on a form designated by the departmeiiihe form shall include a statement that the state becomes a preferred
remainder beneficiary of annuities or similar financial instruments by virtue of the receipt of medical assistance
payment of longerm care servicesThe person and the person's spoghall furnish the agency responsible for
determining eligibility with complete current copies of their annuities and related documents and complete the form
designating the state as the preferred remainder beneficiary for each annuity in which theopénsoperson's
spouse has an interest.

(b) The department shall provide notice to the issuer of the department's right under this section as a preferred
remainder beneficiary under the annuity or similar financial instrument for medical assistarishefurio the
person or the person's spouse, and provide notice of the issuer's responsibilities as provided in paragraph (c).

(c) An issuer of an annuity or similar financial instrument who receives notice of the state's right to be named a
preferred remiader beneficiary as described in paragraph (b) shall provide confirmation to the requesting agency
that the state has been made a preferred remainder benefitieryssuer shall also notify the county agency when
a change in the amount of income ornpipal being withdrawn from the annuity or other similar financial
instrument or a change in the state's preferred remainder beneficiary designation under the annuity or other similar
financial instrument occurs The county agency shall provide the issudth the name, address, and telephone
number of a unit within the department that the issuer can contact to comply with this paragraph.

(d) "Preferred remainder beneficiary" for purposes of this subdivision and sections 256B.0594 and 256B.0595
means thestate is a remainder beneficiary in the first position in an amount equal to the amount of medical
assistance paid on behalf of the institutionalized person, or is a remainder beneficiary in the second position if the
institutionalized person designatesdas survived by a remainder beneficiary who is (1) a spouse who does not
reside in a medical institution, (2) a minor child, or (3) a child of any age who is blind or permanently and totally
disabled as defined in the Supplemental Security Income progkentwithstanding this paragraph, the state is the
remainder beneficiary in the first position if the spouse or child disposes of the remainder for less than fair market
value.

(e) For purposes of this subdivision, "institutionalized person" and -temg care services" have the meanings
given in section 256B.0595, subdivision 1, paragraptf).

() For purposes of this subdivision, "medical institution" means a skilled nursing facility, intermediate care
facility, intermediate care facility for pemss with developmental disabilities, nursing facility, or inpatient hospital.

Sec.6. Minnesota Statutes 2020, section 256B.0595, subdivision 1, is amended to read:

Subdivision 1 Prohibited transfers. (a) Effective for transfers made after August 1993, an institutionalized
person, an institutionalized person's spouse, or any person, court, or administrative body with legal authority to act
in place of, on behalf of, at the direction of, or upon the request of the institutionalized person eoiomeiizad
person's spouse, may not give away, sell, or dispose of, for less than fair market value, any asset or interest therein,
except assets other than the homestead that are excluded under the Supplemental Security Income program, for the
purpose ofestablishing or maintaining medical assistance eligibilithis applies to all transfers, including those
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made by a community spouse after the month in which the institutionalized spouse is determined eligible for
medical assistanceFor purposes of detmining eligibility for longterm care services, any transfer of such assets
within 36 months before or any time after an institutionalized person requests medical assistance payment of
long-term care services, or 36 months before or any time afteredical assistance recipient becomes an
institutionalized person, for less than fair market value may be considArgdsuch transfer is presumed to have

been made for the purpose of establishing or maintaining medical assistance eligibility anditthmnaszed

person is ineligible for longerm care services for the period of time determined under subdivision 2, unless the
institutionalized person furnishes convincing evidence to establish that the transaction was exclusively for another
purpose, ounless the transfer is permitted under subdivision 3 dn 4he case of payments from a trust or portions

of a trust that are considered transfers of assets under federal law, or in the case of any other disposal of assets made
on or after February &006, any transfers made within 60 months before or any time after an institutionalized
person requests medical assistance payment oftéwng care services and within 60 months before or any time
after a medical assistance recipient becomes an instittlized person, may be considered.

(b) This section applies to transfers, for less than fair market value, of income or assets, including assets that are
considered income in the month received, such as inheritances, court settlements, and retroafitipayeents
or income to which the institutionalized person or the institutionalized person's spouse is entitled but does not
receive due to action by the institutionalized person, the institutionalized person's spouse, or any person, court, or
administative body with legal authority to act in place of, on behalf of, at the direction of, or upon the request of the
institutionalized person or the institutionalized person's spouse.

(c) This section applies to payments for care or personal servicesqadyidh relative, unless the compensation
was stipulated in a notarized, written agreemelsich that was in existence when the service was performed, the
care or services directly benefited the person, and the payments made represented reasonabléaoifopehsa
care or services providedA notarized written agreement is not required if payment for the services was made
within 60 days after the service was provided.

0 iastituti i person or

ding to the

{e) (d) Effective for transactions, including the purchase of an annuity, occurring on or after February 8, 2006, by
or on behdl of an institutionalized person who has applied for or is receiving-temg care services or the
institutionalized person's spouse shall be treated as the disposal of an asset for less than fair market value unless the
department is named a preferreadnaénder beneficiary as described in section 256B.056, subdivisionAhYy
subsequent change to the designation of the department as a preferred remainder beneficiary shall result in the
annuity being treated as a disposal of assets for less than fagtmallke The amount of such transfer shall be the
maximum amount the institutionalized person or the institutionalized person's spouse could receive from the annuity
or similar financial instrument Any change in the amount of the income or principahdpevithdrawn from the
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annuity or other similar financial instrument at the time of the most recent disclosure shall be deemed to be a
transfer of assets for less than fair market value unless the institutionalized person or the institutionalized person's
spouse demonstrates that the transaction was for fair market Valthee event a distribution of income or principal

has been improperly distributed or disbursed from an annuity or other retirement planning instrument of an
institutionalized person orhé institutionalized person's spouse, a cause of action exists against the individual
receiving the improper distribution for the cost of medical assistance services provided or the amount of the
improper distribution, whichever is less.

& (e) Effectivefor transactions, including the purchase of an annuity, occurring on or after February 8, 2006, by
or on behalf of an institutionalized person applying for or receiving-teng care services shall be treated as a
disposal of assets for less than fairrkes value unless it is:

(1) an annuity described in subsection (b) or (q) of section 408 of the Internal Revenue Code of 1986; or

(2) purchased with proceeds from:

(i) an account or trust described in subsection (a), (c), or (p) of section 408 wfeiral Revenue Code;

(ii) a simplified employee pension within the meaning of section 408(k) of the Internal Revenue Code; or

(iii) a Roth IRA described in section 408A of the Internal Revenue Code; or

(3) an annuity that is irrevocable amdnassignable; is actuarially sound as determined in accordance with
actuarial publications of the Office of the Chief Actuary of the Social Security Administration; and provides for
payments in equal amounts during the term of the annuity, with no defedao balloon payments made.

{g) (f) For purposes of this section, leteym care services include services in a nursing facility, services that are
eligible for payment according to section 256B.0625, subdivision 2, because they are provided ig beskin
intermediate care facility for persons with developmental disabilities, and home and corrinageiy services
provided pursuant to chapter 256S and sections 256B.092 and 256Bot9purposes of this subdivision and
subdivisions 2, 3, and 4, "ingitionalized person" includes a person who is an inpatient in a nursing facility or in a
swing bed, or intermediate care facility for persons with developmental disabilities or who is receiving home and

communitybased services under chapter 256S andosexcfi56B.092 and 256B.49.

) (g) This section applies to funds used to purchase a promissory note, loan, or mortgage unless the note, loan,
or mortgage:

(1) has a repayment term that is actuarially sound;

(2) provides for payments to be made in equabants during the term of the loan, with no deferral and no
balloon payments made; and

(3) prohibits the cancellation of the balance upon the death of the lender.
(h) In the case of a promissory note, loan, or mortgage that does not meet an excqgaragriaph (g)clauses
(1) to (3), the value of such note, loan, or mortgage shall be the outstanding balance due as of the date of the

institutionalized person's request for medical assistance payment délomgare services.

(i) This section applieso the purchase of a life estate interest in another person's home unless the purchaser
resides in the home for a period of at least one year after the date of purchase.
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(i) This section applies to transfers into a pooled trust that qualifies under Btétexs Code, title 42, section
1396p(d)(4)(C), by:

(1) a person age 65 or older or the person's spouse; or

(2) any person, court, or administrative body with legal authority to act in place of, on behalf of, at the direction
of, or upon the request ofpeerson age 65 or older or the person's spouse.

EFFECTIVE DATE . This section is effective the day following final enactment.

Sec.7. Minnesota Statutes 2021 Supplement, section 256B.0625, subdivision 3b, is amended to read:

Subd.3b. Telehealth services (a) Medical assistance covers medically necessary services and consultations
delivered by a health care provider through telehealth in the same manner as if the service or consultation was
delivered through iperson contact Services or constations delivered through telehealth shall be paid at the full
allowable rate.

(b) The commissioner may establish criteria that a health care provider must attest to in order to demonstrate the
safety or efficacy of delivering a particular service throtgehealth The attestation may include that the health
care provider:

(1) has identified the categories or types of services the health care provider will provide through telehealth;

(2) has written policies and procedures specific to services dadivirough telehealth that are regularly
reviewed and updated;

(3) has policies and procedures that adequately address patient safety before, during, and after the service is
delivered through telehealth;

(4) has established protocols addressing howdreh to discontinue telehealth services; and

(5) has an established quality assurance process related to delivering services through telehealth.

(c) As a condition of payment, a licensed health care provider must document each occurrence of a health
senice delivered through telehealth to a medical assistance enrotiealth care service records for services
delivered through telehealth must meet the requirements set forth in Minnesota Rules, part 9505.2175, subparts 1
and 2, and must document:

(1) thetype of service delivered through telehealth;

(2) the time the service began and the time the service ended, including.andp.m.designation;

(3) the health care provider's basis for determining that telehealth is an appropriate and effectivdomea
delivering the service to the enrollee;

(4) the mode of transmission used to deliver the service through telehealth and records evidencing that a
particular mode of transmission was utilized,;

(5) the location of the originating site and thistant site;






